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Tue subjective nervous symptoms which 
frequently accompany the menopause can quite 
generally be alleviated by treatment with 
Amniotin. It is no longer necessary for the 
patient or her family to be subjected to the 
neuroses associated with cessation of normal 
ovarian function. Substitution therapy in most 
cases effects quite prompt and satisfactory re- 
lief and permits a return to the patient’s usual 
daily routine. 

Amniotin has also been used with marked 
effectiveness in treating gonorrheal vaginitis 
in children. 

Amniotin (estrone, keto-hydroxy estrin) is 
a naturally occurring estrogenic substance and 
not a synthetic preparation. 

Available in ampuls for hypodermic injec- 
tion—two potencies, 2000 and 10,000 Inter- 
national units; also in capsules and vaginal 
suppositories (Pessaries), of 1000 and 2000 
International units. 


For descriptive literature address the Pro- 
fessional Service Dept., 745 Fifth Avenue 
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The American Foundation’s Report 


WE HAVE emerged out of the vast 
welter of the American Founda- 
tion’s report of its medical inquiry (“Ex- 
pert Testimony out of Court’) feeling 
strong reactions to some particular 
things. These are the exciting exhibits, 
extracted from the report: 

A A number of those who lack adequate medical 
care lack also adequate anything. 

B_ The real solution would be a living wage for 

everybody employable. . . . The really urgent 

problem . . . is the lack of a living wage and 
the lack of employment on the part of a large 
section of the ulation. 

One general practitioner asked, “Does it [ade- 

quate medical care] include proper food, clothes 

and housing for the sick, so that they may 
recover with greater speed and comfort?” 

D Medical care is only one of the conditions of 
health. Since this is true, why pick on medi- 
cine? 

E .The views opposing state medicine object to 
socializing medicine in an otherwise capitalistic 
system. 

F There is abuse at present of facilities intended 
for the indigent. 

G There is a large body of opinion that regards 
the medical care of the indigent as a logical 
and direct charge upon local, state and federal 
tax funds, 

H The paying of hospital staffs has reached an 
advanced stage of discussion. 

I The objective of medical science and practice 
is the promotion of positive health for the 
9g population as well as the care of the 
SICK, 

J Prevention rather than cure is the real and 
ultimate goal of medical science. 

K The quality of medical care must be the de- 
terminant in all planning. 


These few selected exhibits are all tre- 
mendously worth while findings. It is 
becoming more and more obvious that 
it is primarily the rottenness of the so- 
cial order that is handicapping medicine 
in the attainment of its goal. Some of 
the naive people who started out by 
making medicine the sole object of their 
attacks must by now have headaches, 
for most of them are not the kind of 
folk who would wish to clean out the 
real Augean stables. Too many of their 
vested interests would be at stake. 


The Condonation of Incest and Rape 


N INTERESTING professional phe- 
nomenon, not to say spectacle, is fur- 
nished by medical men who publicly (1) 
advocate the legalization of abortion, but 
who could not be induced to perform one; 
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by medical men who (2) advocate fee 
splitting, but who never practice it; and 
by medical men who (3) advocate 
euthanasia but religiously abstain from 
any action suggesting it. 

At present we rate abortion as crimi- 
nal, fee splitting as unethical, and 
euthanasia as murderous. What other 
measures now considered antisocial 
might logically be taken up and advo- 
cated by medical men in search of 
“causes” to espouse? 

We suggest incest and rape to the 
consideration of ambitious confréres. 
Both carry medical implications sus- 
ceptible of inflation, and just as “good” 
a case can be made out for them as for 
the “causes” now in process of exploi- 
tation. 

To our stepsons of fame we graciously 
suggest these two last chances. 


Longfellow’s Lepers 


LOUISIANA has long been an endemic 

center of leprosy on this continent. 
Bearing definitely on this fact was the 
expulsion of the Acadians from Nova 
Scotia in 1755. There were about 6,000 
of them and they included many lepers 
among this number. 

Nova Scotia was ceded to England 
by the Treaty of Utrecht in 1713, but 
in the wars between the French and 
English she continued to be a bone of 
contention. The French inhabitants were 
supposed to maintain neutrality and 
not to bear arms in defense of the coun- 
try. This military agreement they did 
not always faithfully keep, for three 
hundred of them were captured with 
the garrison of Beau Séjour, the prin- 
cipal post held by the French. 

In order to secure their conquest the 
English removed them from their homes, 
deprived them of their property, burned 
their dwellings, laid waste their lands, 
and scattered them along the Atlantic 
seaboard so that they would not add 
to the strength of the enemy in Canada, 
as a major contest was approaching. 
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Because of the presence of compatriots 
in Louisiana most of them managed 
finally to reach the Lafourche and 
Téche districts of the bayou country. 
Kerlerec, the governor of the colony, as- 
signed large tracts of land to them, fur- 
nished them with agricultural imple- 
ments, and allowed each individual, for 
the first year, the pay and rations of a 
soldier. 

Charles C. Smith has reminded us 
that Longfellow in his Evangeline threw 
a somewhat false and distorted light 
over the character of these people. 
“They were not the peaceful and simple- 
hearted people they are commonly sup- 
posed to have been; and their homes, 
as we learn from contemporary evi- 
dence, were by no means the pictur- 
esque, vine-clad, and strongly built cot- 
tages described by the poet. The people 
were notably quarrelsome among them- 
selves, and to the last degree super- 
stitious. . . . Even in periods when 
France and England were at peace the 
French Acadians were a source of per- 
petual danger to the English colonists. 
. - . But all this does not justify their 
expulsion in the manner in which it 
was executed, and it will always remain 
a foul blot in the history of Nova 
Scotia.” 

Maurice Thompson has remarked that 
“Tt is safe to assume that the real facts 
can never qualify the sympathetic love 
for the Acadians created by the delight- 
ful cadences of Evangeline.” 

Longfellow either did not know or care 
that his Evangeline, after long years of 
searching, had found her erstwhile be- 
trothed lover married to another, and 
learned that he had not done any search- 
ing for her. But a poet could do noth- 
ing with such material. 

Among the real facts concerning these 
people we must take their leprosy-ridden 
condition into account. Did the English 
take this into account, along with politi- 
cal and military considerations? Again, 
it does not justify their treatment. We 
are inclined to believe that they did 
not take the Acrdians’ leprosy into ac- 
count, else why should they have flung 
them along the seaboard of their own 
English colonies ? 


In any case. they created a major pup- 
lie health problem for Louisiana. This 
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was soon apparent and a leper hospital 
was needed very early in their occupa- 
tion of the new territory. 


A Five Year Cancer Department 


THE April number of the MEDICAL 
TIMES ended the fifth year of the 
publication of the Department of Cancer. 
There are five year departments of 
cancer as there are five year cancer 
cures—a good record in each instance. 

We are moved now to express an es- 
timate of its real value. It seems to 
us to have revealed what a group of 
practitioners and institutions — the 
Rochester group—when banded together 
to identify early every case of cancer 
or cancer prospect in a community, can 
achieve. A look at the record—the De- 
partment under discussion, will show 
that the highest objective possible in 
present circumstances has been actually 
achieved in a wide range of cases. Ten 
year cures have been definitely realized 
on an impressive scale (see the April 
Department). It is this ideal preclinic- 
al approach that must become univer- 
sally characteristic. 

It was our recognition of the para- 
mount importance of the cancer prob- 
lem, and of the spirit obviously at work 
in Rochester, that prompted the institu- 
tion of our Cancer Department under 
the editorship of Dr. John M. Swan, a 
man who exemplifies that spirit. 

What is more, it is from such a group 
as the Arthurian Round Table at Roches- 
ter that one expects forward steps to 
emanate, like the one taken by Jares of 
the Strong Memorial Hospital and the 
University of Rochester, namely, the 
temporary regression of malignant 
growths effected by a combination of 
pyrotherapy and simple fractional x-ray 
dosage. 

We look confidently to Rochester for 
further steps, yet to be recorded in our 
Department. 


Medicine Under Fire 


p BorEssUS HOOTON of Harvard re- 
turns at every opportunity to his 
charge that medicine is contributing in- 
tensively to the preservation of the mal- 
formed, the chronically diseased and the 
biologically inferior, thus obviating the 
ruthless natural selection which would 
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otherwise eliminate the weak and unfit. 
Thus only the organically unsound tend 
to survive and perpetuate their consti- 
tutional ailments. Hooton believes that 
mental deterioration accompanies all this 
pathology and degeneration and is re- 
flected in our social, economic and gov- 
ernmental systems. We must either do 
some biological house-cleaning or de- 
lude ourselves with the futile hope that 
a government of the unfit, for the un- 
fit and by the unfit will not perish from 
the earth. There is a cry for “bread and 
circuses” recalling the old cry of the 
Roman mob. Hence the trust put in 
bonuses, old-age pensions and legislation 
for social security. 


A paradox presents itself. Medicine 
would like to see strong minds in strong 
bodies from one angle of its thinking, 
yet if Hooton is right in his conten- 
tions it is insuring low levels of intelli- 
gence through many of its activities. 


To what extent, if any, is medicine 
responsible for conditions in the country 
which are so deeply deplored? We draw 
no indictment but merely ask a question. 


Syphilis Yields to Macfadden 


N THE April 17th issue of Liberty Ber- 
narr Macfadden makes a modest claim 
for his system of therapy in lues. Ber- 
narr, naturally, is taking full advantage 
of the national drive against the venereal 
diseases. The world of medicine must 
listen to this gifted man. He speaks: 


Let us hope that this outstanding effort to bring 
these death-dealing diseases into the sunlight of 
searching publicity will help not only to make 
known the antiseptic measures—which can in prac- 
tically every case effectively prevent contagion—but 
that the simple measures of treatment now recom- 
mended by many physicians be presented so clearly 
and effectively that even the victims of these com- 

laints who are miaus the price of treatment, can 
e healed. 

Complications upon complications do much to 
confuse medical experts. The simplification of the 
cure of disease has been one of my outstanding 
objectives. More than a quarter of a century has 
elapsed since my interest was centered in remedy- 
ing venereal disease. 

Numerous cases of the cure of syphilis have been 
published in Physical Culture through a fast of 
two or more weeks on water alone followed by a 
full raw milk diet. . . 

One type of comet complaint turns into an 
eating sore which rapidly destroys human tissue, 
although a very strict dietetic regimen stops its 
inroads, and in connection with this treatment 
many doctors recommend “black wash” as an 
application which is said to be effective in nearly 
oar instance if associated with a strict cleansing 

let. 
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Benarr has made great strides in his 
medical knowledge and wisdom! 


Future Forces Which Will Tend to 
Neutralize Birth Control 


{7 is altogether probable that as highly 

efficient biologic methods of birth con- 
trol are introduced, supplanting the 
crude devices of today, the population 
will nevertheless tend to be balanced by 
reason of very great progress in the 
control of such ailments as cancer, dia- 
betes, pneumonia and the “common 
cold.” Conquest of the common cold 
would alone conserve the population 
vastly, for it is so very often the initial 
step of a major infection. A vision of 
a disarmed pneumonia is by no means 
preposterous. The time is not far dis- 
tant when a weekly, monthly, or even 
yearly injection of “insulin” will suffice 
to divest diabetes of all its terrors. 
Cancer is scheduled for defeat. 

A social order in which good hygiene 
and sanitation, proper diet, decent hous- 
ing, economic sanity and peaceful rela- 
tions with neighbors were to prevail 
would enormously simplify public health 
(and mental hygiene) programs and fur- 
ther conserve populations biologically 
and numerically. It is also to be pre- 
sumed that under civilized conditions of 
life people would not be panicked by 
the very idea of parenthood, as is now so 
often, and so understandably, the.case. 


The Leprosy of Fear 


UR title is borrowed from W. Edwin 

Collier, .writing in the March 
Standard, organ of the American Ethical 
Union. While primarily concerned with 
the consequences of fear leading to per- 
sonal and social lapses, Mr. Collier con- 
siders very intelligently the psycho- 
physical and biochemical phenomena in- 
volved. Where the physician is con- 
cerned with fear as a factor in diges- 
tive and infective disorders, Mr. Collier 
deals with “the dark daughters of fear”: 
worry, anxiety, suspicion, intolerance, 
trepidation, mistrust and hate; but the 
basis is physiologic in both instances. 
Thus he quotes the eminent clinician, 
McLester, to the effect that “One-third 
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of the patients with digestive disorders 
have no recognizable organic disease, 
but are suffering because of lack of 
emotional balance.” He also quotes 
Leuba, the psychologist, by way of call- 
ing attention to the fact that “The ac- 
tion of fear on the body includes the 
stimulation of the adrenal glands... . 
The secretion of that gland liberates 
sugar stored in the liver, thus flooding 
the blood with a substance very readily 
converted into muscular energy. In ad- 
dition, it modifies the distribntion of the 
blood so as to send large quantities of 
it to the organs called upon in making 
muscular efforts (heart, lung, muscles), 
and withdrawing it from those of di- 
gestion. Thus, while the heart’s action 
is reinforced and the rapidity and depth 
of respiration are increased, the secre- 
tions upon which digestion depends and 
the churning movements of the stom- 
ach ... come to a stop. In that way 
the affrighted individual finds himself 
in the best possible condition to put forth 
rapidly a great amount of muscular 
energy. . . . The biochemical effect of 
fear is thus a protective device. When 
long protracted, fear leads obviously to 
exhaustion since it involves, simultane- 
ously, a great expenditure of energy and 
an arrest of the original source of en- 
ergy, digestion.” As Mr. Collier neatly 
puts it: “By deflecting the blood supply 
from the digestion, fear states dry up 








the source of new energy while at the 
same time they run off under super- 
normal pressure all reserve supplies 
which have accumulated. Thus income 
and capital simultaneously take their 
departure and we are left energetically 
bankrupt. The consequent weakness, by 
lowering our resistance, predisposes us 
towards the contraction of infectious 
disease” (and demoralizing phobias 
which enter into Mr. Collier’s ethical 
problems). 

This grasp of the mechanisms involved 
does credit to one who is not a physician, 
and is a refreshing exposition in the 
general magazine field, which is not very 
often distinguished for its enlightened 
medical views. 

In a fear-ridden and fear-conscious 
age we have learned the relation of this 
“contagious disease” to some of its ail- 
ments. The inferiority complex in all 
its ramifications is familiar, and so is the 
relation of social and economic insecur- 
ity to peptic ulcer. Not so often thought 
of is the relation of the leprosy of this 
period to respiratory’ infections, the 
mastery of which is fraught with so 
much significance and concerning which 
we are studying factors most of which 
are not remotely connected with the 
emotions. We should consider more seri- 
ously the réle of fear in compromising 
digestion and nutrition—our first line of 
defense against “colds.” 





ROENTGEN DIAGNOSIS OF 
EARLY CARCINOMA OF BREAST 


JACOB GERSHON-COHEN and A. E. 
COLCHER, Philadelphia (Journal A. M. 
A., March 138, 1937), believe that the 
roentgenographic examination of the 
breast is a more useful diagnostic pro- 
cedure than is generally appreciated. A 
diagnostic accuracy better than that re- 
sulting from macroscopic inspection of 
sections can be attained. A remarkably 
high percentage of roentgen aiagnoses 
is proved to be correct by histologic 
studies, and this can be increased if the 
examination is more seriously and uni- 
formly emphasized. Early malignant 
changes can be very frequently deter- 
mined, especially in the fat and post- 
climateric breast. Otherwise there are 
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many limitations to the roentgen study 
of the pathologic breast which probably 
could be materially reduced if resort 
were made to serial examinations. If 
periodic examinations of normal breasts 
were carried out in women more than 
25 years of age, the authors venture to 
say that a much more effective campaign 
could be therapeutically waged in car- 
cinoma of the mammary gland because of 
the diagnosis of early malignant signs so 
obtainable. The examination can be done 
easily with so little expense that it is 
entirely practicable from these stand- 
points. It is even possible that the thera- 
peutic effect on breasts of many endo- 
crine substances might be revealed more 
graphically by the roentgen examination 
than by any other practical clinical 
method now available, and this sugges- 
tion warrants further investigation. 
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USE OF THE BRONCHOSCOPE 
IN DIAGNOSIS AND TREATMENT 
JOHN DEVEREUX KERNAN, M.D., New York, N. Y. 


THE use of the bronchoscope in diag- 
nosis in mediastinal disease is ob- 
vious when you think of the fact that 
all the organs in the mediastinum are 
related to the trachea and esophagus, 
so that any diseased organ, if it swells, 
will alter the shape of the lumen of 
either the trachea or the esophagus or 
both, if it happens to be in contact with 
both. As the trachea and the esopha- 
gus are intimately related to each other, 
at times the diagnosis of esophageal dis- 
ease can be made by a bronchoscopy and 
disease of the trachea and bronchi can 
be diagnosed by an esophagoscopy. 

The first case I shall discuss serves 
to illustrate the manner in which swell- 
ings external to the trachea alter the 
shape of its lumen. The question was 
the diagnosis of an obscure cough in a 
patient who had no other symptom but 
cough. The sputum was negative; there 
was no fever, no weakness or any other 
constitutional symptom. An anteropos- 
terior film of the chest revealed dense 
shadows along the border of the medias- 
tinum, and a bronchoscopy showed up 
an obtrusion into the lumen of the 
trachea. The conclusion was, putting 
the x-ray and the bronchoscopy findings 
together, that the patient’s cough was 
caused by ‘pressure of the calcified 
lymph nodes in the mediastinum upon 
the vagus nerves. 

In like manner a bronchoscopy will 
help in the diagnosis of any disease 
which, as I have said, causes enlarged 
organs to press on the trachea or esoph- 
agus, such as, for instance, aneurism 
of the aorta or its large branches, en- 
larged thymus gland, substernal thyroid 
and other such diseases. The imagina- 
tion can readily fill in what I leave out 
at this point. 


Read before the Brooklyn Society of Internal 
Medicine Jan. 7, 1937. 
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THE first subject I shall take up in 
connection with bronchoscopy for 
diagnosis and treatment is that of for- 
eign body in the food or air passages. 
This matter has been so thoroughly ex- 
ploited and advertised in both the medi- 
cal and lay press that it seems almost 
as if it were an insult to any medical 
audience to bring it up, yet within the 
last month I have seen two cases of for- 
eign body in the bronchi which were ex- 
amined by numerous doctors, one of 
them in a large hospital, without the 
diagnosis being made. So it is justi- 
fiable to mention foreign bodies in the 
air passages until none at all is missed. 
Whenever there is a history of aspira- 
tion of a foreign body x-rays should 
always be taken, and they should be 
taken not only in the anteroposterior 
but in the lateral position. 

Two cases of mine illustrate this point. 
The first one is the case of a child, nine 
years old, who aspirated a tooth during 
anesthesia. She had an immediate at- 
tack of cyanosis that was laid to the 
anesthetic, which was at once stopped. 
After she went home she developed pul- 
monary symptoms and high fever. The 
first x-ray disclosed a completely dark 
left .chest but no foreign body. The 
lateral x-ray revealed the foreign body 
clearly in the left main bronchus. 

The next case which I quote illus- 
trates all the mistakes which can be 
made in the case of foreign body in 
the lung. During the course of a ton- 
sillectomy, a piece of instrument broke 
off and disappeared down the woman’s 
throat. X-rays taken before she left 
the hospital appeared to be negative for 
foreign body. During the next year she 
was sick at times with pulmonary symp- 
toms: cough, shortness of breath, foul 
sputum and also occasional attacks of 
fever. Only at the end of a year could 
the shadow of a foreign body be seen 
at the left border of the heart. What 
had happened was that it had gradually 
shifted its position from a line over the 
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vertebral column and behind the heart 
to a position at the border of the heart 
where an anteroposterior film would 
show it. In such a case as this, if 
lateral films did not show the foreign 
body, a bronchoscopy should have been 
done. That, I take it, is the correct 
procedure in cases where there is a his- 
tory of foreign body; if films, antero- 
posterior and lateral, do not show it, 
then a thorough search with the bron- 
choscope will surely disclose any for- 
eign body which is in the main bronchi. 
That procedure was followed in the 
case of a boy who aspirated a tooth dur- 
ing tonsillectomy. The first picture 
showed it in the right main bronchus. 
Just before he was bronchoscoped the 
same night, a second film was taken 
which showed it not so clearly. In spite 
of the rather negative x-ray he was 
bronchoscoped and no tooth could be 
found. Evidently it had been coughed 
up and missed in the vomitus. In spite 
of the negative bronchoscopy in this case, 
I urge upon you the necessity of bron- 
choscopy when foreign body is sus- 
pected, even though x-rays are nega- 
tive. A known foreign body should al- 
ways be hunted till accounted for. 


THE next subject that I shall take up 

will be collapse of the lung. As you 
know, any obstruction of a bronchus 
will cause collapse in that part of the 
lung supplied by that bronchus. Col- 
lapse may be acute or chronic. In the 
case of a boy, seven days after an ap- 
pendectomy very severe symptoms 
arose; temperature 105, extreme dysp- 
nea, cyanosis and rapid pulse. An x-ray 
film showed collapse of the right lung, 
which shifted the mediastinum and heart 
to the right. He was at once broncho- 
scoped and a large mass of very thick 
mucous withdrawn from the right bron- 
chus and its larger branches. The re- 
sult was almost immediate relief of his 
symptoms and clearing of the lung. A 
second film showed the lung clear twelve 
hours after the bronchoscopy. 

The second case I quote illustrates 
chronic collapse. This boy was in the 
hospital two months with severe pul- 
monary symptoms due to an abscess in 
the right upper lobe. In addition, as 
shown by a film, the right lower lobe 
was in a state of collapse. In the film, 
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a dense shadow filled the right upper 
and lower lobes, there being a clear in- 
terval between them. The _ broncho- 
scopy showed a large granuloma par- 
tially blocking the right main bronchus 
in the region of the upper lobe bron- 
chus. Removal of this relieved the 
state of collapse of the lower lobe. The 
shadow in the upper lobe remained, due 
to an abscess. Continued treatment of 
this via aspiration through the broncho- 
scope cleared up the abscess, and the 
boy went home with a perfectly clear 
lung. After a couple of weeks, how- 
ever, he came back to the hospital, again 
in trouble. An x-ray film showed a 
dense shadow in the whole right chest. 
This time bronchoscopy showed the bron- 
chi to be perfectly clear with no sputum. 
Conclusion could be at once reached that 
the disease was outside the bronchi and 
indeed outside the lung, so he was tapped 
and an empyema found. In this case 
you will note that the bronchoscopy 
not only made a diagnosis of lung tumor 
and lung abscess but it was through 
bronchoscopic treatment that both these 
conditions were relieved. 


THE next topic is lung abscess. I 

think it could be said with justice 
that every case of lung abscess should 
be bronchoscoped, and the earlier the 
better. They should be bronchoscoped in 
the first place for the purpose of diag- 
nosis. Only through a bronchoscopy can 
a foreign body be ruled out, and for- 
eign body must always be kept in mind 
in connection with lung abscess. Also, 
bronchoscopy is useful in connection with 
lung abscess for the purpose of localiza- 
tion. As far as treatment is concerned, 
the earlier bronchoscopy is done the 
better because through early bronchos- 
copy there is a good chance of obtain- 
ing a quick cure. 

In the case of a woman a lung ab- 
scess followed within four days of a 
tonsillectomy. The x-ray showed a very 
large single abscess in the right upper 
lobe surrounded by a dense area of 
inflammation. She was bronchoscoped 
as soon as the diagnosis was made and 
a second x-ray taken a short time after 
bronchoscopy showed that the abscess 
had been emptied and was rapidly shrink- 
ing. She went on to a complete cure. 
The reason that the bronchoscopy was 
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so successful in this case was that the 
abscess was single, close to the main 
bronchi, and early. It had no dense 
fibrous tissue in its walls to prevent col- 
lapse. Many such cases will get well 
through medical treatment alone. The 
bronchoscopy certainly promotes drain- 
age and speeds the cure. 

The second case illustrates a type of 
abscess which will not yield to broncho- 
scopic treatment. This abscess had ex- 
isted for twenty-seven years. It was far 
down in the left lower lobe and sur- 
rounded by dense fibrous tissue. The 
passage leading to it was very small 
through a dense mass of scar. Many 
bronchoscopies were done without bene- 
fit. Surgery was finally resorted to and 
the abscess was cured, though a fistula 
and large smooth-walled cavity per- 
sisted. This man eventually came back 
to the hospital with a carcinoma in the 
old abscess, from which he died. I think 
the question may be raised as to whether 
or not a lobectomy in large abscesses 
would be preferable to mere drain- 
age, in order to avoid just this danger 
of carcinoma arising in an area of 
chronic irritation. 

Some abscesses, although they have 
existed for a long time, will yield to 
bronchoscopic treatment; as in the case 
of a man who had a lung abscess for 
a year following pneumonia, occupying 
a considerable portion of the right lower 
lobe. He was bronchoscoped repeatedly, 
and in spite of the long duration of the 
abscess was completely relieved of his 
symptoms. This was because the abscess 
communicated freely with the main 
bronchi, as shown by x-ray. He was 
coughing up about 1600 cc. of sputum 
a day. The day following the bronchos- 
copy he coughed up about 1700 cc. of 
foul sputum. The amount of sputum 
rapidly diminished thereafter and he was 
eventually cured. 

A boy had a lung abscess in his right 
upper lobe, following an operation on 
his nose under local anesthesia. This 
x-ray showed that the type of anesthesia 
does not really matter as far as the de- 
velopment of lung abscesses is concerned, 
for this did not follow a general an- 
esthetic. He had been treated for about 
two months by medical treatment and 
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was very ill. The type of abscess was 
favorable for bronchoscopic treatment, 
as it communicated with the large bron- 
chi. Although he was completely re- 
lieved, which was corroborated by x-ray 
studies, injections of lipiodol showed that 
the left upper bronchus was closed by 
fibrous tissue. 

A series of four pictures was made 
of a man who had a right upper lobe 
lesion following a general anesthetic. 
It could not be proved that it was an 
abscess. It may have been only a par- 
tial collapse. He was not treated at all 
and, as shown by an x-ray series, even- 
tually the lung cleared itself. 

The use of lipiodol injections through 
the bronchoscope for localizing abscesses 
is very helpful. A young woman had 
an abscess of the lung for a year fol- 
lowing tonsillectomy. She was not at 
all sick from it and coughed up only 
a little sputum every day. The ab- 
scess was very small and difficult to 
localize, but by injecting successive 
branches cf the lung and taking pic- 
tures, it was possible to localize the 
abscess in the right lower lobe. 


ENERALIZED bronchiectasis of the 

lung lends itself well to injection 
with lipiodol. It is possible to relieve 
such cases which are beyond surgical 
help by repeated bronchoscopies and 
washing by aspiration of the suppurated 
area. A complete cure cannot be hoped 
for. In a case showing a limited bron- 
chiecttasis in the left lower lobe beyond 
a bronchial stricture caused by a de- 
formity of the spine, the involved area 
could be entered and washed out, but 
the nature of the bronchial stricture was 
such that no permanent drainage could 
be secured, hence it was necessary to 
resort to surgery. 


| SHALL now deal with the benign and 
malignant tumors of the bronchi. The 
first type may cause no symptoms at all, 
but once they get large enough to ob- 
struct a bronchus they give the symp- 
toms which accompany that condition, 


especially if infection occurs. These 
tumors may be both diagnosed and 
treated by means of bronchoscopy. The 
first case to be reported illustrates a 
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partial occlusion of the right bronchus 
by a benign adenoma. This young 
woman had been suffering from symp- 
toms with cough, a little sputum and 
slight hemoptysis. The x-ray film 
showed a partial collapse in the right 
upper lobe, and bronchoscopy revealed 
an endobronchial tumor about the mouth 
of the right upper lobe bronchus. A 
specimen taken through the broncho- 
scope for examination was said by the 
pathologist to be a carcinoma. Great 
caution should be exercised in accepting 
pathological findings, in these cases espe- 
cially, if the symptoms and broncho- 
scopic appearance indicate a non-malig- 
nant tumor. The remedy proposed in 
this case was a pneumonectomy, an ex- 
ceedingly dangerous operation. As the 
appearances were those of a non-ma- 
lignant tumor, such as experience has 
shown could be cured through diathermy 
applied through the bronchoscope, that 
treatment was carried out, with com- 
plete success as shown in the second 
picture taken. The tumor was of a 
polypoid nature, of which an x-ray film 
gave one a good idea. The cells under 
the microscope were uniform in size 
and shape, arranged in columns which 
occasionally showed a_ gland-like ar- 
rangement. 

An adenoma may be encountered in 
the bronchus, growing from a_ small 
pedicle. The x-ray appearance of a 
tumor may occasionally take the form 
of a distinct rounded mass far out in 
the periphery of the lung. Such a case 
was observed in a young woman of 
seventeen who had symptoms of 
hemorrhage for four years. There 
was a tumor in her right lower lobe, 
the microscopic appearances of which 
were those of adenoma, although it was 
felt to be carcinoma at the time of the 
first examination. Her subsequent his- 
tory proved it to be non-malignant, as 
after a few treatments by deep x-ray 
she was relieved of her hemorrhages 
and has remained well ever since for five 
years. She still has the tumor in her 
lung. 

A similar appearance can be created 
by a true carcinoma. Thus a tumor was 
detected in the left upper lobe in a man 
of sixty, who had had symptoms of a 
cough in the morning and a small 








amount of sputum for three months. He 
had lost a little weight and strength. 
On account of his age a diagnosis of 
carcinoma of the lung was made and 
lobectomy proposed, the idea being that 
with such a growth in the periphery of 
the lung a good result might be secured. 
Bronchoscopy, however, showed a small 
tumor in the mouth of the left upper 
lobe bronchus in such a position that 
only a pneumonectomy would have 
sufficed. Microscopic examination of this 
proved it to be a true carcinoma, All 
cases of proposed pneumonectomy should 
be bronchoscoped. 


ADENOMAS may take the form of tu- 

mors with a broad base growing into 
the tissue about a bronchus. In the 
case of such tumors it is probable that 
a lobectomy might be better treatment 
than endobronchial diathermy, as_ it 
might be found impossible to destroy the 
whole of such a tumor by coagulation 
and the subsequent growth would ulti- 
mately prove dangerous. 

A woman had had symptoms of 
hemorrhage from the lung for forty 
years, from the time she was six years 
old. Specimens removed at bronchos- 
copy showed it to be an adenoma. All 
attempts to relieve her serious hem- 
orrhages through coagulation were un- 
availing, so that finally she had a pneu- 
monectomy done. This proved fatal about 
a week after the operation on account 
of sepsis, as she had a severe bron- 
chiectasis in the lower part of the lung. 
The specimen which was removed at 
the time of the operation showed that 
a huge mass as large as a grapefruit 
had occupied the position of the whole 
lower lobe and had completely enclosed 
by pressure the bronchi of the right 
upper and middle lobes. The treatment 
of these tumors is done by means of a 
special bronchoscope and diathermy ap- 
plicator. 

True carcinoma of the lung may be 
diagnosticated by means of bronchos- 
copy only when the growth has broken 
through into a main bronchus. Thus a 
man had had symptoms of shortness of 
breath, pain in his chest and loss of 
weight and strength for several months. 
X-ray revealed a dense mass about the 
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hilum of the left lung. Although this 
growth appeared favorable for diagnosis 
by bronchoscopy, the only appearance 
seen was a fixation on the root of the 
lung on that side. No biopsy specimen 
could be obtained. A film of his chest 
two months later illustrated the steady 
advance of the tumor. It may be said, 
however, that diagnosis of malignant 
tumor of the lung, even though it has 
not broken through into a bronchus, can 
frequently be made owing to the change 
which such a growth makes in the or- 
dinary elasticity of the tracheal bronchial 
tree and the respiratory movements of 
the bronchi. When it is found that the 
bronchi are difficult to displace with the 
bronchoscope and that the walls of the 
bronchi do not contract and expand with 
respiration, it may be surmised with 
justice that an infiltrated neoplasm is 
present in the lung. 

Only through bronchoscopy may 
growths in the bronchi be surely diag- 
nosticated. Such an instance is fur- 
nished by the case of a man with car- 
cinoma of the left lung which had grown 
until the whole lung was involved. There 
was no air in that side of his chest at 
all. The appearance was very much 
like that of a woman who had had a 
non-malignant tumor for seven years. 
This case gave much the same appear- 
ance, seemingly dense infiltration of the 
left lung; yet she had a very small 
adenoma in the left main bronchus, ob- 
structing it with massive collapse of 
the lung. The point to which I wish 
to call your attention is this: that once 
tumors, whether malignant or benign, 
have grown sufficiently to obstruct a 
bronchus, collapse of the lung beyond 
the obstruction occurs. Only a bronchos- 


copy will differentiate this from dense 
infiltration by carcinoma. If there is in- 
fection, bronchiectasis or abscess de- 
velops. The woman whose case. I have 
just cited had a very small tumor, but 
sufficiently large to obstruct the bron- 
chus at times. Owing to repeated in- 
fections a bronchiectasis developed, of 
which a picture, after injection with lipio- 
dol, was made. Once the tumor was re- 
moved, this became a dry bronchiectasis 
and she is symptom free. 

Occasionally tumors of another nature 
occur in the lung, which grow outside 
the bronchi, just as do carcinomas, and 
compress them from the outside. Bron- 
choscopy will show the compressed 
bronchus, but it will not be possible to 
obtain a specimen for biopsy, and diag- 
nosis must be made by other means. 
In the case of a man with a dense 
shadow in his right upper lobe, the 
bronchoscopy showed compression clo- 
sure of the right upper lobe bronchus. 
No hint as to the cause of the com- 
pression could be secured from the bron- 
choscopy. A pneumothorax floated the 
tumor away from the chest walls and 
it could be seen to be a pedunculated 
tumor of some nature existing outside 
the lung. Subsequent surgical removal 
proved it to be a fibrosarcoma. 


jN this paper, I have considered the 
chief use of the bronchoscope in the 
diagnosis and treatment of mediastinal 
disease, foreign body in the lung, lung 
abscess, bronchiectasis, massive collapse 
of the lung, benign tumors of the bron- 
chi, malignant tumors of the bronchi 
and tumors external to the lungs and 
tracheobronchial tree. 
103 East 78TH STREET. 





PROTAMINE INSULIN IN 
JUVENILE DIABETES 


H. R. DRYSDALE, Rochester, N. Y. 
(Journal A. M. A., April 10, 1937), is 
satisfactorily controlling ten juvenile 
cases of diabetes with protamine insulin, 
all insulin being given before breakfast. 
Marked subjective improvement has been 
the rule in all cases. Hypoglycemic re- 
actions with protamine insulin, while 
comparatively rare, may be insidious in 
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onset and very severe. No local sub- 
cutaneous reactions have been observed 
from massive doses of protamine insulin 
injected at a single site. Protamine in- 
sulin seems to prevent diabetic acidosis 
in infections, although profuse glycosuria 
may be present. There is some evidence 
that protamine insulin may tend to raise 
the renal threshold in certain cases. 
Protamine insulin is highly efficacious 
when used in cases of “insulin wasters.” 








HEAD TRAUMATA: 


A CONSIDERATION OF THE TREATMENT OF 





DURING THE ACUTE PHASE 


UMEROUS procedures, conservative 

and radical, have been advocated 
for the treatment of brain traumata. This 
communication is a brief review of the 
common types of brain injuries en- 
countered following a blow on the head. 
To contend that there are clear cut types 
of brain injuries that conform to a 
definite pattern is treading dangerous 
ground, since the patient with a seem- 
ingly mild or insignificant injury of the 
head may subsequently show evidence of 
serious intracranial complications. How- 
ever this may be, we are in agreement 
to a limited extent at least that there are 
many degrees of so-called concussion, 
that there are typical examples of extra- 
dural bleeding, that compound fractures 
of the vault require immediate surgical 
attention and that most subdural 
hematomas can be so diagnosed. One 
might hurry to add that a single patient 
may show evidence that all these condi- 
tions just mentioned may be present at 
the same time. It is my intention to 
clarify the issue rather than to make it 
more confused and in the main one can 
be fairly certain as to the logical course 
to pursue. 

Approximately sixty per cent of all 
head traumata, with or without fracture 
of the skull, recover from the acute phase 
of their cerebral insult and are dis- 
charged from the hospital at the end of 
two and one-half to three weeks. These 
are frequently referred to as “simple 
concussion” or “just a concussion,” what- 
ever that means, and make up the ma- 
jority of patients that later wander from 
doctor to doctor seeking relief from head- 
ache and dizziness. They have been in- 
jured; whether multiple small cerebral 
hemorrhages have occurred, extra or 
intra-cellular derangement has been sus- 
tained, or multiple thrombi in the cere- 

Read before the Association for the Advance- 
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bral arterioles have resulted, cannot be 
stated with any degree of certainty. 
Many of these patients do show evidences 
of mild to moderate brain atrophy if 
examined by encephalography some 
months after injury. 

During the hours immediately follow- 
ing the accident, patients so injured are 
dazed, drowsy or totally unconscious and 
varying degrees of mental torpor may 
persist for several days. Headache, stiff 
neck and great irritability are the other 
outstanding features. Many abnormal 
neurological findings may be demon- 
strable, notably, nystagmus, abolished 
cutaneous reflexes and depressed tendon 
responses, but seldom gross weakness of 
an extremity or extremities is present 
unless a complicating compression hemor- 
rhage occurs. Except for complications 
requiring surgical interference, these pa- 
tients should be treated conservatively, 
using sedatives and mechanical restraints 
for restiveness, a good intestinal purge 
and limitation of fluids to about 1500 ce. 
to 2000 cc. per day for the first 48 hours. 
Headache and other complaints if pres- 
ent may be treated symptomatically. We 
have tried, separately and in different 
combinations, caffeine injected  sub- 
cutaneously, drastic gastro-intestinal de- 
hydration, intravenous hypertonic solu- 
tions in various concentrations, repeated 
spinal fluid drainage and many other 
medicinal methods that have less 
rationale, all with the same _ result. 
It has been concluded, at least ten- 
tatively, that there is no therapeutic 
measure, save prolonged bed rest, to offer 
patients with mild degree cerebral in- 
sults, that will insure less frequent oc- 
currence of post-traumatic sequelae. The 
best we can propose is symptomatic treat- 
ment and frequent clinical observations 
in order that a compression blood clot 
may not be overlooked, particularly a 
subdural hematoma. 
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The remaining 40 per cent includes 
those patients seriously injured, many of 
whom not only have sustained moderate 
to severe brain trauma but visceral and 
extremity damage as well. The scalp is 
frequently contused or lacerated, the 
skull fractured, often compounded into 
the nasal cavity or external ear, and the 
patient’s condition is obviously critical. 
Others seemingly less seriously injured 
are mildly delirious, completely dis- 
oriented and controlled only by mechani- 
cal restraints. There may be observed 
pupillary inequality, paresis to paralysis 
of the extremities of a side, or flaccidity 
of all extremities with areflexia. Rarely 
a decerebrate attitude develops indicat- 
ing medullary hemorrhage or a massive 
extradural blood clot. Some terminate 
in a few hours in spite of all supportive 
measures. 


HE mortality of this group is mod- 

erately high and our hope to reduce 
the mortality following craniocerebral in- 
juries in general rests almost exclusively 
in better understanding of the type of 
brain lesions that these seriously trau- 
matized patients have sustained. As men- 
tioned previously, accurate determination 
of the extent and character of the under- 
lying pathological lesion is often difficult. 
This difficulty arises from the fact that 
in most instances multiple lesions are 
present, creating in turn bizarre ab- 
normal neurological signs. One must be 
willing to subordinate detailed neurologi- 
cal findings to the cruder but more im- 
portant abnormal states, namely, the 
position of the scalp injury indicating the 
site of the blow, the state of conscious- 
ness, the comparative size of the pupils, 
the frequency and type of respirations, 
the quality and rate of the pulse, the 
symmetry of the face and as to whether 
the extremities of one side are moved 
better voluntarily than those of the op- 
posite side. These features are all 
familiar to you and so more time will not 
be given to them. Three prominent types 
of this group are readily recognized and 
will be discussed from the standpoint of 
therapy. These types are: 

1. Moderate to severe head injuries 
with or without fracture of the skull; un- 
conscious but no focal signs. 

2. Moderate to severe head injuries 
with or without fracture of the skull; un- 


MEDICAL TIMES @ MAY, 1937 





conscious and having hemiparesis or 
hemiplegia. 

3. Moderate to severe head injuries 
with or without fracture of the skull; 
coma and decerebrate attitude. 

The surgeon’s first reaction following 
his examination of a patient showing 
evidence of moderate to severe brain 
damage is “Will surgery aid in the 
patient’s recovery”? The question should 
be “Has this patient in addition to prob- 
able intracerebral damage also a com- 
pression blood clot’? If such a hemor- 
rhage is present, then an operation is in- 
dicated, but to make a small cranial 
opening in an attempt to “decompress” a 
brain with extensive intracerebral hem- 
orrhage and edema is in my experience a 
futile procedure. To be sure, many 
patients recover following such a pro- 
cedure but more will be saved by con- 
servative methods. Having decided 
against the advisability of a surgical pro- 
cedure (immediate surgery being in- 
dicated in about 4 per cent of all severe 
head injuries), what can be done to in- 
crease the patient’s chances for recovery? 


SOME of the details of the supportive 

treatment may seeni elementary, but 
they are too important merely to enumer- 
ate them. First, the head should be ele- 
vated sufficiently to prevent any venous 
stasis in the neck veins. This can be read- 
ily determined by visualizing the external 
jugular vein during respiration. If there 
is deep coma the patient should be placed 
on his side so that the tongue will fall 
forward and the nasopharynx may easily 
be kept free of secretions with a suction 
apparatus. Second, if delirious or rest- 
less the patient must be made quiet. 
Mechanical restraint is best until the 
restive state can be brought under con- 
trol by sedation. The best and quickest 
drug is a 60 milligram per kilo dose of 
avertin rectally, but this should be used 
only when less drastic medication 
(chloral hydrate, paraldehyde, bromides, 
etc.) has failed. It may be worth while 
to add that repeated doses of avertin, 
administered properly, will not produce a 
proctitis. Morphine is a dangerous drug 
to use since we are here dealing with 
already depressed respiratory centers in 
most instances and morphine will serve 
to increase the respiratory difficulty. 
Once the restiveness, when present, is 


231 














under control, medication and mild me- 
chanical restraint should be continued to 
insure voluntary muscular inactivity. 
Thirdly, an axillary and rectal tempera- 
ture should be recorded every two hours. 
Without attempting to explain the causes 
for the hyperthermic reactions, I am 
certain that many patients can be saved 
if the excessive body temperatures, cere- 
bral in origin, are prevented. One should 
not allow the axillary temperature to rise 
above 102°F. This can be controlled by 
two methods: one, brisk rubbing of the 
skin over the entire body with hot 
sponges or toweling, and then fanning the 
moistened, reddened surface. The hot 
sponging and fanning will be found su- 
perior to the cold sponging, which 
blanches the skin, thereby decreasing the 
heat loss. When the temperature con- 
tinues to rise even though sponging has 
been employed, cool colonic irrigations 
should be used. The colon should be 
cleansed and then refilled every five 
minutes with cool water until the axillary 
temperature registers 100°F. In some 
instances it will be found necessary to 
continue this treatment for several hours 
bat no ill effects will result if the tem- 
perature is not reduced lower than 100°F. 
axillary. The most important feature of 
temperature control is not to allow the 
fever to reach high levels before anti- 
thermic measures are instituted. Fourth, 
how much fluid should be given during a 
twenty-four hour period? During the first 
twenty-four hours it seems advisable to 
give little if any fluid unless there has 
been great vasomotor collapse imme- 
diately following the accident, for which 
a moderate volume of 10 per cent glucose, 
given intravenously, is indicated. Twenty 
to twenty-four hours after the injury a 
small rubber tube should be passed 
through the nose into the stomach and 
left in place. One may then introduce 
food, fluids or medications according to 
the indications. It does not seem reason- 
able to quote definite figures as to the 
quantity of fluid to be given in a twenty- 
hour hour period; suffice it to say that a 
patient with a tendency toward hyper- 
thermia will require more than one in an 
afebrile state. Fifth, what measures are 
to be used in an attempt to reduce the 
intracranial pressure and edema? Ex- 
cluding the presence of a compressing 
blood clot the disturbed functions of the 
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brain following a severe head injury are 
due chiefly to intracerebral changes and 
not to increased intracranial pressure. 
To be sure, a mild to moderate measur- 
able increase in the cerebrospinal fluid 
pressure is usually present, but rarely is 
this excessive; certainly it is not of suf- 
ficient degree to produce coma. There 
are then two major factors, intracerebral 
changes (hemorrhage, edema, capillary 
stasis, etc.) and mild increased intra- 
cranial pressure. Since the increased 
intracranial pressure is assumed to be 
produced by the intracerebral damage, 
the logical therapy would be the ad- 
ministration of intravenous hypertonic 
solutions to reduce the total intracranial 
volume. That hypertonic solutions will 
produce a striking reduction in the intra- 
cranial tension has been amply proved 
but the majority of these observations 
have been made on individuals and 
laboratory animals with undamaged and 
intact arterial and venous circulations. 


WHEN there has been gross damage to 
cerebral circulation and the cerebro- 
spinal fluid spaces are filled with blood, 
hypertonic solutions given intravenously 
will reduce the cerebrospinal fluid pres- 
sure in some, increase it in others and, 
in rare instances, cause a secondary sub- 
arachnoid hemorrhage that may be fatal. 
Therefore, it has been found undesirable 
to treat patients with severe brain 
damage by intravenous hypertonic glu- 
cose during the period when the damaged 
cerebral vessels might reopen. Another 
feature of this form of therapy which has 
not received proper consideration is that 
this reduction of cerebrospinal fluid pres- 
sure by intravenous hypertonic solutions 
is effective for only about one and one- 
half hours, following which the spinal 
fluid pressure as measured in the lumbar 
subarachnoid space rises to a greater 
height than that recorded before the 
intravenous solution was given. It is 
advocated that intravenous hypertonic 
solutions be given with these thoughts in 
mind and not used indiscriminately. The 
second commonly employed method of 
reducing the measurable increased intra- 
cranial pressure associated with brain 
trauma, namely, repeated spinal fluid 
drainage, has been found to be of little 
value as a routine measure. There are 
isolated instances where the withdrawal 
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of a small amount of cerebrospinal fluid 
from the lumbar thecal sac may influence 
the progress of a patient’s condition for 
the better, but here again the intracranial 
tension frequently rises to a higher level 
in six to eight hours following the with- 
drawal of as much as 15 ce. of spinal 
fluid. Not uncommonly in mild degrees 
of head injury where the patient is con- 
scious and complains of a severe head- 
ache, removal of 5 cc. of spinal fluid gives 
considerable relief. There are those who 
state that subarachnoid blood, if present, 
should be removed by spinal drainage. 
Spinal puncture was performed every 
four hours and the cerebrospinal fluid 
pressure reduced to normal limits in a 
series of patients who were seriously in- 
jured and died between the seventeenth 
and fiftieth hours following the injury. 
At autopsy the brains of these patients 
showed no appreciable diminution in the 
quality of blood in the cerebrospinal fluid 
spaces as compared to similar cases not 
drained. It is therefore believed that 
spinal fluid drainage as a therapeutic 
measure has considerable limitations and 
except for unusual instances should be 
used only as a symptomatic agent. 


CAFFEINE given subcutaneously has 

been used extensively and what has 
been said regarding intravenous hyper- 
tonic solutions could be repeated. When 
there is an intact cerebral arterial system 
and no subarachnoid bleeding has occurred 
caffeine sodium benzoate given in 3 to 4 
grain doses every three hours for six to 
eight injections is frequently followed 
by improvement in the conscious state. 
Little, if any, improvement is noted fol- 
lowing such medication when there has 
been multiple hemorrhagic extravasa- 
tions within the brain substance. The 
best and safest method one can employ to 
withdraw fluids from the body tissues is 
to introduce large doses of magnesium 
sulphate into the gastro-intestinal tract. 
Epsom salts, given by mouth, slowly 
draws fluids into the intestinal tract and 
produces a watery diarrhea. In addition 
to this dehydrating action there is fre- 
quently noted a lessening of the volun- 
tary motor activity. The rectal adminis- 
tration of this drug is much less effica- 
cious. 

In brief, the general supportive meas- 
ures which may be life saving are: 
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proper body posture to give unobstructed 
venous drainage of the head, sedation in 
sufficient dosage to insure voluntary 
motor inactivity, control of the body 
temperature, gastro-intestinal dehydra- 
tion, maintenance of an adequate supply 
of body fluids and proper feeding by 
lavage. Although this treatment is 
usually termed the non-operative treat- 
ment, an operation for the removal of 
a blood clot, the elevation of a large de- 
pressed fracture or the repair of a com- 
pounded defect in the vault of the skull 
does not alter the fact that we are still 
dealing with an associated intracerebral 
damage requiring continued therapy. 

Returning now to a further considera- 
tion of the group of patients with severe 
brain traumata, that is, those without 
localizing signs, those with hemiparesis 
or hemiplegia and those with a decere- 
brate attitude, an attempt will be made to 
show which instances require surgical in- 
terference. All patients in the first sub- 
group who present no pupillary in- 
equality and no evidence of extremity 
weakness should be treated conserva- 
tively unless signs develop that indicate 
a probable subdural hematoma. 


Patients in the second subgroup, those 
having a hemiparesis associated with 
pupillary inequality, require careful con- 
sideration from the viewpoint of a com- 
pressing hematoma. The presence of a 
hemiparesis, however, is not sufficient 
evidence for surgical intervention. The 
site where the inflicting blow struck the 
head and the state of the pupiis are both 
as important as the extremity weakness. 
It is true that many patients present 
multiple injuries of the head, but if the 
nature of the accident is given careful 
thought the site of the trauma which 
caused the brain damage can usually be 
determined. More specifically, take an 
instance of a man who was struck in the 
face and fell backward, striking his right 
parietal area against a cement block. A 
short time later he was found to have in- 
equality of the pupils, the left being 
larger than the right, and a right ex- 
tremity weakness was evident. This 
would indicate that he probably had a 
contusion-laceration of the left temporal 
lobe of the brain and that operation was 
contraindicated. Had there been a re- 
sultant dilated right pupil and left hemi- 
paresis the probabilities are that an epi- 
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dural clot was present and that im- 
mediate surgery was indicated. There- 
fore, one must differentiate between 
localizing signs due to intracerebral 
damage and signs resulting from a 
compressing blood clot. 


T= third subgroup, namely, patients 
with decerebrate fits, present an inter- 
esting problem. These fits or convulsions 
are characterized by great rigidity of all 
voluntary muscles, with the four extremi- 
ties held in full extension and internal 
rotation, although at times the upper 
extremities are maintained with the fore- 
arms at right angles to the arms. At vary- 
ing intervals this rigidity increases and 
is associated with rapid, blowing respira- 
tions. Such exacerbations of muscular 
tonus may be precipitated by strong 
cutaneous stimuli or passive movement of 
an extremity. Once observed, decerebrate 
fits are too striking a departure from 
normal to be readily forgotten. What is 
the nature of the lesion that produces 
this unusual phenomenon? It is usually a 
massive compression hemorrhage of the 
supratentorial structures or a _ small 
hemorrhage within the brain stem at the 
level of the upper border of the pons. 
The major differential point is the status 
of the pupils. If the pupils are equal and 
small and the decerebrate attitude is well 
developed, then the lesion is in all prob- 
ability a hemorrhage of the upper 
medulla (one instance of traumatic in- 
traventricular hemorrhage has been seen 
that gave these signs). If one pupil is 
dilated and the decerebrate attitude is 
evident, a massive epidural or subdural 
hematoma is probably compressing the 
cerebral hemisphere on the side of the 
dilated pupil and immediate operation is 
indicated. Although a few of these pa- 
tients may be saved by timely surgery, 
decerebrate fits are a bad prognostic sign. 


HROUGHOUT this discourse refer- 

ence has been made repeatedly to the 
possibility of a compression hemorrhage. 
Epidural hemorrhage is more frequently 
seen in the autopsy room than on the 
operating table and subdural hematomas 
are often overlooked. The _ epidural 
hemorrhages are not diagnosed because 
an associated badly damaged brain pro- 
duces signs that mask the diagnosis. Not 
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more than one in five patients harboring 
a sizable epidural blood clot presents the 
classical story of a blow on the head, 
temporary loss of consciousness, a lucid 
interval and then gradual stupor with a 
hemiparesis. Also the subdural hemato- 
mas produce varied abnormal signs, 
many times because there is an associated 
brain injury that produces abnormal find- 
ings, thereby obscuring the diagnosis. The 
failure properly to interpret the bizarre 
neurological signs in such cases led this 
writer to use encephalography as a diag- 
nostic measure. One hesitates to with- 
draw spinal fluid heavily contaminated 
with blood and replace it with air be- 
cause of the possibility of increased 
hemorrhage. Experience with seventy- 
two cases of compression bloodclot sus- 
pects has dispelled this fear somewhat 
since no untoward signs have followed 
encephalography in this group. In fact 
many have been symptomatically im- 
proved by this procedure. Encephalog- 
raphy has been found far less disturbing 
to the patient than any form of surgical 
exploration, regardless of how minimal 
the operation may be. It is therefore sug- 
gested that whenever there is a doubt re- 
garding the presence of a compression 
hemorrhage, the cerebrospinal fluid be re- 
placed with air; x-ray films subsequently 
taken will demonstrate the presence or 
absence of such a lesion. 


|N conclusion may I urge that we aban- 
don the premise that increased intra- 
cranial pressure is the chief factor to be 
considered following a head injury, that 
treatment directed at the reduction of 
such pressure, if present, should be in- 
stituted only after due consideration has 
been given to the underlying brain 
damage, that conservative supportive 
treatment be instituted and continued 
regardless of whether surgery has been 
performed or not, and that encephalog- 
raphy supplant many useless exploratory 
operations. 
200 Hicks STREET. 





TORULOSIS IN MAN 


Early surgical removal of a circum- 
scribed area of torulosis seems as logical 
to KENNETH W. TABER, Pasadena, Calif. 
(Journal A. M. A., April 14, 1937) as 
the early removal of carcinoma. 
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THE Clinical Significance OF THE 


DYNAMIC FORCES IN SKULL FRACTURES 


BENJAMIN POLLACK, M.D., Rochester, N. Y. 


Senior Asst. Physician, 
Rochester State Hospital 


General Considerations: 


T the beginning of this article it is 

desired to emphasize that the im- 
portance of skull fractures lies chiefly 
in their effect upon the brain and a 
change in cerebral dynamics. The skull 
as an elastic sphere is capable of yield- 
ing, to some extent, to external violence, 
and this results in an inward bending or 
bulging at the point of contact and the 
opposite pole and a bulging out at the 
equator between these poles. This is 
demonstrated in Fig. 1. When pressure 
is applied in the direction of AB the 


ig. 1 
Fig. 


1. Mechanism in the production of bursting 
fractures of the skull. Compression of an 
elastic sphere (A) at the poles leads to ex- 
pansion at the meridians. 


2. Therefore bursting fractures tend to run 
along lines joining the poles of compression. 


length of AB is diminished and there- 
fore the diameter of CD is increased. 
However, if the pressure is great enough 
to overcome the elasticity of the skull, 
a crack or fracture will result at right 
angles to the axis of the blow at one 
of the meridians. The weakest usually 
gives first and this occurs most fre- 
quently at the base since the bone is 
weakest at that place. In a similar way, 
pressure applied at the sides may result 
in a fracture at the base extending from 
the front to the back of the skull. It 
must be remembered that the skull is 
a closed cavity with no spaces. How- 
ever, it contains brain matter, cerebro- 
spinal fluid and blood. When increased 
pressure occurs something must be 
forced out, since the contents of the 
skull are relatively incompressible. The 
first substances affected are the cere- 
brospinal fluid and the blood from the 
venous sinuses. The blood passes out 
first because the venous pressure is low. 
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General Methods of Initial 


Examination: 


(1) Examine for the fracture, es- 
pecially to determine whether it is de- 
pressed or just fissured. It is of vital 
importance never to sew up a scalp 
wound without first determining this, 
since grave sequelae may result from un- 
diagnosed, depressed skull fractures. 

(2) Determine whether there is bleed- 
ing from the ear. This may result from 
a blow upon the vault, unassociated with 
direct injury to the neighborhood of the 
ear. 

(3) Bleeding from the nose. This is 
fairly common and also may result from 
a direct blow to the vault. 

(4) Hematemesis. This arouses sus- 
picion of a fracture at the base, es- 
pecially when the injury has not dam- 
aged the nose. 

(5) Black eye. This is especially true 
when it occurs late, as, for example, 24 
hours after the injury, and usually indi- 
cates a fracture of the orbital bones. 

(6) General signs. Paralysis of the 
limbs or smoothness of the face. This 
may be tested by irritation or by squeez- 
ing the supraorbital nerve. 

(7) Lumbar puncture. This should 
practically always be done. Very little 
harm can ensue, especially if the fluid 
is taken out slowly and in small amounts 
for diagnostic purposes. 


Types of Fracture: 
(A) Fracture of the vault: 


(1) Punctured fracture, such as caused 
by a slow bullet: The latter may pene- 
trate the skull or merely bend it. As 
a rule, the table least traversed is most 
injured; thus at the entrance the inner 
table is more damaged than the outer 
but at the exit the wound is usually 
greater. 

(2) Depressed fractures: These are 
generally comminuted and are usually 
due to a blow on the head such as from 
a slow bullet or from a blunt object, 
where the force of the blow is broken 
and the lesser momentum spreads the 
force over a wider area. The outer 
table is pushed in and there is a fract- 
ure of the inner one but there is again 
more damage to the inner plate. This 
type of fracture is frequently missed and 
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Fig. 2 

1. Simple fracture, with splintering of the 
inner table. 

2. Fracture of both tables, with contusion of 
the brain. 

3. Fracture of both tables with laceration of 
the dura. 

4. Fracture of skull, laceration of dura, with 
particles of bone driven into the brain. 


scalp wounds are sewn up, often with 
grave sequelae, 

(3) Fissured fracture: These are not 
nearly so serious as punctured fractures 
because they usually do little. injury to 
the underlying tissues and frequently are 
only detected by x-ray. 

(B) Fractures of the Base: 

It is wise to remember that the site 
of external injury frequently does not 
indicate the nature of the skull injury, 
since it is well known that a blow on 
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the side or vertex of the skull may often 
have a fissure running down and includ- 
ing the base. Fractures of the base may 
also occur from patients falling on their 
feet, since the force is transmitted 
through the spinal column. For pur- 
poses of classification fractures of the 
base may be divided into those involving 
the anterior, middle and posterior fossae. 






Fig. 3 


oe 3 





the external auditory meatus, sometimes 
in large quantities. 

2. The cavernous sinus may be impli- 
cated and may be associated with a rup- 
ture of the internal carotid artery, caus- 
ing an engorgement of the venous sinus 
and the proptosis and pulsation of the 
eyeball. 

3. Involvement of the cranial nerves, 

especially of the third, fourth, 
fifth and sixth, giving a strabis- 


ee mus and varying pupillary 


5 


dilation. 

. : 4. A hemorrhage may occur 
,into the pharynx and be asso- 
ciated with vomiting of blood 
when the phenoid bone is frac- 
tured. This is not uncommon. 

(c) Posterior Fossa 

1. Posterior Fossae. The 
petrous portion may be again 
-. involved and cause bleeding from 
a the ears. 
2. The seventh and eighth 
i nerves are frequently involved 
ss and cause facial paralysis and 
se loss of hearing. Less frequent- 
i ly the ninth, tenth, eleventh and 
b= twelfth cranial nerves may be 
ay. affected. 
















Fracture of the skull involving the anterior 
branch of the middle meningeal artery with 
secondary extradural hematoma showing com- 





pression of lobe of brain. 
C clot; L compressed brain. 


(a) Anterior Fossa 

1. Hemorrhage may occur into the or- 
bit and result in subconjunctival hemor- 
rhage. This frequently occurs within 24 
hours, as does ecchymosis, chiefly of the 
lower lid. 

2. The cerebrospinal fluid may leak 
into the nose, as may the brain sub- 
stance. 

3. The olfactory nerve may be involved 
and cause loss of smell. If the frontal 
sinus is involved air may be noted froth- 
ing in and blood oozing out. 


(b) Middle Fossa 

1. Hemorrhage from the ear may be 
caused by a fracture of the petrous por- 
tion and a rupture of the tympanic mem- 
brane. In addition to hemorrhage, cere- 
brospinal fluid may also escape through 
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Fig. 4 


Head shown in horizontal section. There 
is a fracture of the skull, with a subcranial 
or extra dural hemorrhage betwen the bone 
and dura, from a laceration of the middle 
meningeal vessels. Note the compression of 
the brain. 


237 











Benj... Pollack, M.D. 
Fig. 5 


Types of anteroposterior and oblique frac- 
tures of the base of the skull. 






















The effects of injury may be divided 
as due to two mechanisms: 
1. Contusion and Concussion. 
(2) Compression: 

Very often these may overlap. 

(1.) Contusion and concussion.—These 
are due to direct injury to the brain by 
a blow on the head at the opposite 
portion of the skull by contrecoup. The 
contusion may also be associated with 
actual laceration of the brain substance 
cr there may be no apparent lesion re- 
sulting from the shaking up of the brain. 
The contused area may be produced by 
a slower process, such as_ subdural 
hemorrhage, which causes it. Not infre- 
quently the blood vessels in such areas 
may break down and cause secondary, 
not primary, hemorrhages. This event 
usually occurs about the tenth day. There 
is usually an area of edema about the 
contused area as in any other injury of 
the body. This may at times be so 
marked as to cause serious clinical signs 
and symptoms to be produced. As a re- 
sult of the injury and the pressure 
caused by the hemorrhage or edema 
there may be venous congestion asso- 
ciated with cerebral irritation. The 
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signs and symptoms of this are briefly 
stated as follows: First there is the 
stage of reaction after the injury with 
giddiness, headache, confusion or drowsi- 
ness. In ordinary concussion this is 
quickly recovered from. If this stage 
is prolonged and aggravated for 48 
hours the patient frequently lies curled 
up in a position of general flexion, is 
irritable, and does not want to be dis- 
turbed. There is a complaint, if roused, 
of severe throbbing headache, dizziness 
and nausea. The patient wants abso- 
lute quiet if the condition becomes 
worse. The drowsiness increases during 
the day and frequently at night he be- 
comes delirious and the signs of cere- 
bral compression occur. The surface 
of the body becomes cold and clammily 
moist with frequently a subnormal tem- 
perature, dropping blood pressure and 
poor pulse, associated with superficial, 
rapid and sighing respiration. The 
pupils are usually contracted but re- 
spond feebly to light. However, there 
is fair muscular tone in the sphincters. 
This stage may terminate by recovery 
with a headache, often in the back of 
the head and neck and frequently last- 
ing for months. 

(2). Compression——This may occur 
from hemorrhage between the dura and 
the skull (extradural). This is caused by 
rupture of the middle meningeal artery. 
In the vast majority of cases, as is well 
known, this artery runs in a deep grove 
or tunnel across the sphenoid, temporal 
and parietal bones and as a result is fre- 
quently torn in fractures of the base or 
vertex or by a blow which, although not 
separating the skull, tears off with it the 
dura and with it usually the anterior 
branch of the middle meningeal artery, 
either of the same or the opposite side. 
The blood collects between the dura and 
the skull. The three clinical stages re- 
sulting are fairly characteristic. 

(a) At first there are the symptoms 
of concussion with or without a period 
of unconsciousness. 

(b) Recovery occurs from unconscious- 
ness and is associated with a better 
pulse pressure and a rising blood pres- 
sure. During this stage the hemorrhage 
strips the dura from the bone, causing 
increasing compression of the brain. 

(c) There is a gradually deepening 
coma as a result of this which may oc- 
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cur in a few hours or days after the 
original return to unconsciousness. At 
this point the eyes may show congestion 
and choked discs, more marked on the 
side of the lesion. This diagnostic 
point, however, may not be present. Oc- 
casionally there may be no period of 
lucidity. At times there occur convul- 
sions and paralysis of the limbs on the 
side opposite to the injured area, but 
eye congestion of the same side to- 
gether with proptosis and ocular paraly- 
sis, is due to pressure on the cavernous 
sinus. 


Intradural Compression: 


This may follow upon the previously 
mentioned signs of concussion. On these 
are superimposed the following diagnos- 
tic signs: 

(1) Coma, (2) Unequal or dilated 
pupils, (3) Stertorous breathing, (4) 
Slow pulse, (5) Increasing blood pres- 
sure—all these are indicative of com- 
pression and this factor should be recog- 
nized before the signs develop, as they 
are grave danger signals indicative of 
bulbar compression. They are due to 
hemorrhage and unequal distribution of 
the pressure in different portions of the 
brain and possibly to distention arising 
from the destruction of the dura, es- 
pecially the falx cerebri and the tentor- 
ium cerebelli. It is important to realize 
that compression is shown much earlier, 
as a rule, in the cerebrum than in the 
brain stem. The blood pressure is a very 
diagnostic sign and rising blood pressure 
indicates an attempt by the body to force 
the blood against increasing intracranial 
pressure. It is stated that one-half to two- 
thirds of the brain must be compressed 
before coma due to anemia begins. Pre- 
ceding this change to unconsciousness va- 
rious signs of irritability may occur, such 
as spasticity, jacksonian epilepsy or 
paralysis of the upper motor neuron 
with increased reflexes and a positive 
Babinski. Aphasia and hemianopsia 
may also occur from pressure on the 
speech and visual centers. Generalized 
convulsions frequently indicate hemor- 
rhages into the ventricles and are a 
grave sign. It is well to remember that 
the cortex and mid-brain alone may be 
involved and not the medulla, so that 
stertorous breathing and the slow pulse 


MEDICAL TIMES @ MAY, 1937 








Fig. 6 


Fractures of the base of the skull involving 
the anterior, middle and posterior fossae. 
Transverse fracture, anteroposterior fracture, 
oblique fracture of the base. 


are absent although third cranial nerve 
signs can be found, such as dilated 
pupils. Of course, the two oculomotor 
nerves may be unequally involved so 
that one pupil may be normal and the 
other contracted, or both may be con- 
tracted or dilated. If the medulla, 
however, is involved, signs of pressure 
on the respiratory and vasomotor cen- 
ters will be noted. 

If the rising intracranial pressure 
continues, then paralytic symptoms of 
compression occur due chiefly to a 
paralysis of the medulla. This is shown 
by (a) shallow, gasping, irregular 
breathing, frequently of the Cheyne- 
Stokes variety. (b) A _ rapid, weak, 
thready pulse. (c) Falling blood pres- 
sure is one of the best diagnostic signs 
to determine the acute change in intra- 
cranial pressure and is a good indicator 
of whether or not the hemorrhage is 
continuing. Normally the blood pressure 
in the brain is about 150; however, 
when venous congestion occurs in the 


239 














medulla, the circulation becomes slug- 
gish and this is overcome by a rapid 
increase in blood pressure, chiefly re- 
sulting from splanchnic vasoconstriction. 
By this method the blood is kept circu- 
lating through the brain in spite of the 
obstruction until the latter becomes too 
great. Rising blood pressure is an in- 
dication for operative vr other means 
to reduce the intracranial pressure. A 
falling blood pressure, however, usually 
indicates a paralytic stage, when it is 
too late to do anything. Vomiting may 
occur in a head injury but when it oc- 
curs late and is associated with a 
falling blood pressure it is due to a 
stimulation by pressure on the medulla. 
This may also cause glycosuria. It is 
also well to remember that head in- 
juries may cause symptoms similar to 
those seen in alcoholics and also that 
head injuries are common in alcoholics. 
Very frequently we read of cascs ad- 
mitted to police stations as drunks 
who shortly afterward die. The coma 
that occurs may at times have to be 
differentiated from the symptoms aris- 
ing in opium poisoning (contracted 
pupils), carbolic acid poisoning (his- 
tory, smell, burnt white lips and tongue), 
diabetes (history and smell of acetone), 
uremia (history, breath and urine ex- 
amination), as well as a variety of other 
lesions such as epilepsy, thrombosis 
meningitis and _ intracranial tumors 
Treatment here will not be discussed 
except to indicate that relief must be 
obtained when there is increasing pres- 
sure, either by intravenovs 50 per cent 
glucose, spinal puncture, trephine, or 
similar methods. It is important that 
the treatment be instituted before a 
great deal of the cerebral tissue has 
been damaged. Attempts to stop the 
flow of spinal fluid or blood through 
the nose should be discouraged, as this 
may result in the production of men- 
ingitis. 


Prognosis: 


This depends entirely upon complica- 
tions. The majority of deaths usually 
occur within the first two days and, if 
there is no improvement by this time, 
complete recovery is unlikely. It is well 
to remember that the estimate of the 
severity of the injury cannot be based 
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upon the location of the fracture but 
depends upon the associated brain in- 
jury and the rapid use of simple meth- 
ods to relieve the increased intracranial 
pressure. It is also well to remember 
that morphine should never be used in 
these cases for relief of restlessness or 
pain because of its well known tendency 
to increase the intracranial pressure. 
It is stated that about one-third of the 
cases die within 48 hours from cerebral 
complications while some of the im- 
mediate survivors often die of men- 
ingitis, 


Sequelae: 


These are difficult to foretell and may 
occur long after the patient has appar- 
ently made a recovery. Some of the 
most common of these are headache, 
mental dullness, or confusion and rest- 
lessness. Mental symptoms following 
skull injuries are one of the most feared 
complications. Some of these may 
actually arise as a result of brain dam- 
age while in other cases the original 
skull injury merely serves as a psychic 
insult to the patient’s mental mechan- 
ism and serves to precipitate mental 
symptoms from which the patient might 
have suffered had some other factor, 
such as financial worry, failure at adap- 
tation, or economic maladjustment been 
present prior to the injury. It is impor- 
tant to remember that the original 
personality and capability of adjustment 
of the mental forces of the individual 
must be studied in order to obtain an 
answer to the mental or psychotic 
changes that may take place later on. 
While this is a fascinating subject, it 
is too vast to discuss in this article 
and has already been described at some 
length by the author in two previous 
articles in the MEDICAL TIMES [64:462 
(November) 1936 and 65:20 (January) 
1937]. 


Summary 


(1) Skull fractures are usually impor- 
tant only from associated disturbance of 
intracranial dynamics or damage to ad- 
jacent tissues. 

(2) The distribution of changing pres- 
sure is dependent on the traumatic agent 
and the resultant injury of varying areas 
of the cranial] contents. 
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(3) Altered pressure may occur in 
either intradural or extradural areas. 

(4) The symptoms and treatment de- 
pend on the area involved. 

(5) The stages of concussion, con- 
tusion, irritation and compression have 
been described. Frequently the picture 
is not clear cut but a mixture of these 
groups. 

(6) Stress is placed upon diagnosis and 
treatment before the onset of the initial 
stage of compression. 

(7) The onset of the paralytic stage 
of compression indicates a late and usu- 
ally fatal stage with involvement of the 
medulla. 

(8) The blood pressure, respiration, 
pulse and pupils are the simplest and 
most reliable indicators of the degree 
of compression present. 

(9) If coma persists less than 48 
hours recovery is frequent—provided 
adequate treatment is instituted. 

(10) Sequelae may occur early or as 
late as several years. 

(11) The importance of the patient’s 
previous personality and psychic make- 
up is stressed in evaluating any “traum- 
atic” neuroses or psychoses that may 
arise later on. The question of possible 
compensation to be derived from the 


“precipitating injyury~ must also be 
studied as an important mechanism in 
the production of emotional and psycho- 
somatic symptoms. 

(12) The lack of abnormal neurologi- 
cal signs on careful and repeated exam- 
inations does not necessarily rule out 
possible permanent damage to the brain, 
especially in the so-called “silent” areas 
of the brain such as the frontal lobes. 
Such an involvement may cause a re- 
lease of normal inhibitions and allow 
the influence of the more primitive and 
less stabilized forces greater play, freed 
now from the co-ordinating and reason- 
ing influence of the higher centres with 
their accumulation of memory patterns 
and habits of reaction. 

(13) It is important to observe the 
individual as an entity instead of merely 
studying an injured area to arrive at 
any deductive conclusion as to the havoc 
that the changing intracranial pressures 
and trauma may have wrought. 

(14) Stress is also to be placed on the 
influence of the psychic insult to the 
entire ego which the original trauma 
may have produced, by which symptoms 
from remote areas, other than the re- 
gion of trauma, may be produced. 

1600 SouTH AVENUE. 





TREATMENT OF CARBUNCLES 
AND FURUNCLES 


In order. to ascertain the accepted 
methods of treating carbuncles and facial 
furuncles. Dermatologists employ x-rays 
PAUL ANDERSON and PAuL D. FOSTER, 
Los Angeles (Journal A. M. A., March 
13, 1937) mailed approximately 500 
questionnaires to representative derma- 
tologists and surgeons in all parts of the 
country. A tabulation of the results of 
these questionnaires revealed the fact 
that dermatologists tend toward conser- 
vatism in the treatment of carbuncles, 
whereas surgeons are more inclined to 
use radical procedures. Both dermatolo- 
gists and surgeons usually practice con- 
servatism in the treatment of early facial 
furuncles. Dermatologists employ x-rays 
much more frequently than surgeons. 
The average duration of treatment by 
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surgeons was nearly twice as long as 
under dermatologists. The mortality was 
greater under surgical than under der- 
matologic treatment. Without exception, 
dermatologists who answered this ques- 
tion reported good cosmetic results in 
cases treated conservatively. Most of the 
surgeons ignored the question and a few 
reported cosmetic results as being from 
fair to good. The technic employed by the 
authors is described. It includes unfiltered 
x-rays, specific immunization, local appli- 
cations, drainage, phenal puncture and 
general care. Any physical abnormalities 
such as anemia, focal infection, diabetes 
or gastro-intestinal disorders should be 
sought out and treated. Dietary indiscre- 
tions should be corrected and an adequate 
vitamin intake assured. The use of yeast 
or tin preparations has not proved effica- 
cious. 
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HYPERBOLISM IN RESPECT TO PARENTERAL 


THERAPY IN 


Gas troduodenal Ulcer 


MEYER GOLOB, M.D., Assistant Professor of Medicine, 
New York Medical College and Flower Hospital 
New York, N. Y. 


HE general practitioner is quite fa- 
miliar with the text-book clinical pic- 
ture of peptic ulcer. The drug manufac- 
turer has learned the descriptive termi- 
nology of this malady and has mobilized 
all available information to enable him, 
perhaps with the best of intentions, 
through the agency of the practice of 
general medicine, zealously to promote 
the wide use of occasionally dubious 
products. There is an inherent weak- 
ness in the best of us to yield to those 
who offer ease in administering a 
therapeutic agent with an added pleas- 
ing monetary compensation for ourselves. 
Andresen (1) writes, “The pharmaceu- 
tical houses have awakened to the fact 
that peptic ulcer is a common disease, 
and that there is money in advertising 
drugs offered as a ‘cure’ for it.” He 
continues sharply, “General practition- 
ers, and unfortunately many specialists 
also, feeling the pinch of the depression, 
have welcomed the opportunity of giv- 
ing intravenous treatment twice a week 
or more, thus adding materially to their 
incomes. ... ” 

The syndrome of either a pre- or a 
post-pyloric ulcer has so well impressed 
itself on the tyro in clinical medicine 
that it is assumed to imply a basic 
lesion, and therefore need not be subject 
to confirmative criteria from laboratory 
and roentgenologic angles. Reliance on 
clinical sense is a laudable attitude, but 
is not uncommonly conducive to diag- 
nostic pitfalls. Dominant mimicry in 
the right upper abdomen frequently con- 
founds accuracy in differential diagnosis. 
Sole dependence on symptoms is not in 
keeping with modern medicine. Dissuad- 
ing a patient from x-ray investigation 
on economic grounds and inducing him 
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to submit to parenteral therapy is not 
sane practice. 

The thesis of this paper is that an 
asserted attitude on the part of the 
practitioner has led to the fact that 
parenteral therapy has gained a repu- 
tation for efficacy in combating the 
symptomatology of peptic lesions wholly 
undeserved when subjected to factual 
analysis. The flowery language used in 
the advertising pages of some medical 
journals is so persuasive to some read- 
ers and coercive to others, and the au- 
ditory apparatus of the gullible prac- 
titioner is so receptive, that the eco- 
nomic formula is immediately completed. 
The ease in therapeutic approach and 
“economy” from the patient’s standpoint 
are the real raisons d’étre of the em- 
ployment of parenteral therapy in the 
treatment of peptic ulcer. Investigation 
of the successful cases shows that they 
were treated on a fragment of a syn- 
drome of either a pre- or a post-pyloric 
lesion. These cases proved not to be 
ulcers. The failures coming under in- 
vestigation are many and plead for pro- 
tection. 


N assertion advanced by many a con- 
scientious physician runs somewhat 

as follows: if a journal on gastro-enter- 
ology permits the insertion of a drug in 
its advertising columns, this drug may 
be accepted without reflecting on the 
adequacy of the therapeutic agent. My 
reply to this argument, the integrity 
of whose protagonists I do not doubt, 
is that they should not proceed to ex- 
ercise their gullibility until an adver- 
tised drug has been passed upon by 
the Council on Pharmacy and Chemistry 
for Admission to New and Non-Official 
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Remedies. The writer considers this 
function as one of the essential opera- 
tions of the American Medical Asso- 
ciation. 

The current definition of salesman. 
ship, “the faculty whereby one person 
induces another to buy something he 
does not want,” also applies to the medi- 
cal practitioner. Many a physician re- 
grettably respects the advertising pages 
of medical journals as if they were the 
scholarly material they surround. Pain- 
fully one notes the audacity of one man- 
ufacturer in quoting from a splendid 
article by Sandweiss (2) to the effect 
that it has been demonstrated that 70 
per cent of the diet-alkali failures make 
a favorable response to this particular 
manufacturer’s histidine product. This 
utterly ignores Sandweiss’ conclusions: 
“Results obtained in 40 patients do not 
warrant routine injections of histidine 
in all ulcer patients. The expense in- 
volved, the daily visits to office or 
clinic, the 24 consecutive intramuscular 
injections, the mild reactions experienced 
by an appreciable number of patients, 
the high percentage of recurrence within 
six months after treatment, and, what 
is more important, the fact that approx- 
imately the same percentage of patients 
respond favorably to the diet-alkali regi- 
men without histidine injections—these 
speak against the routine use of histi- 
dine in ulcer therapy.” He goes on to 
state that while histidine produced re- 
mission of ulctr symptoms in 55 per 
cent of the patients treated, it did not 
prolong the symptom-free interval or 
prevent recurrences, for of those ex- 
periencing remissions, 85 per cent re- 
turned with ulcer symptoms within six 
months. Sandweiss declares: “It is ap- 
parent that 24 consecutive daily injec- 
tions are not essential either to pro- 
duce a remission or to prolong the 
symptom-free period.” He notes that 
“The condition of three patients was 
aggravated during histidine treatments”. 
Have these facts and statements failed 
to impress the manufacturers of par- 
enteral therapeutic agents? The afore- 
said article tells of patients treated with 
injections of distilled water to determine 
whether the remissions obtained by his- 
tidine were a direct result of adding 
the amino-acid—which the ulcer patient 
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lacks, as the original advocates, Weiss 
and Aron, presume. Of 20 patients thus 
treated, the results compare “favorably 
with those obtained after histidine in- 
jection”. And after noting, as above, 
that 85 per cent of histidine-treated pa- 
tients developed recurrences within six 
months, Sandweiss states that of those 
obtaining remissions under the diet- 
alkali regimen, only 31 per cent showed 
return of symptoms in the same period. 
The fact that experimental work has 
shown healing of ulcers in spite of the 
alleged amino-acid deficiency has had no 
meaning to the manufacturers. 

The same issue of the journal from 
which the 70 per cent was plucked for 
transplantation into a colorful bed of 
advertising literature carries the splen- 
did remarks of Secretary Paul Nicholas 
Leech of the Council on Pharmacy and 
Chemistry on the excellent investigation 
of 41 patients by Dr. Martin (3). This 
is the conclusion: “The therapeutic in- 
dications for histidine in the treatment 
of peptic ulcer are necessarily limited. 
The extravagant claims that have been 
made for this substance are unwar- 
ranted”. The Council declared the brand 
of histidine which it had subjected to 
special study not acceptable for New 
and Non-Official Remedies because “it 
is marketed with unwarranted therapeu- 
tic claims”, and decided to postpone fur- 
ther consideration until adequate clini- 
cal evidence of its therapeutic value 
should be presented. 


THE mental status of the patient who 
has been injected, with favorable re- 
sponse at the outset, is often grossly 
that of one _ psychologically easily 
swayed. The fallacy of suggestion is too 
obvious to permit dependence on remis- 
sion periods in peptic ulcer. As Flood 
and Mullins (4) remark, “The fact that 
daily injections of saline relieve pain 
in a substantial portion of patients with 
peptic ulcer suggests that the therapeu- 
tic value of the various types of in- 
jection therapy for ulcer lies at least 
partly in the ceremony of giving the 
injection. ..... It is our general im- 
pression that any new treatment for 
ulcer is successful in the majority of 
patients until the novelty has worn off”. 

Anent the champions of so-called 
specific methods of treatment of peptic 
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ulcer Brown (5) quotes the following 
lines: 

“Each champion to the other’s virtue blind, 

And thinks his treatment only cures mankind.” 
Proponents of the various methods seem 
to have forgotten, he declares, “that un- 
complicated ulcer is a self-limited dis- 
ease and only the most pernicious forms 
of therapy will prevent it from healing 
in its self-appointed time”. It does not 
seem rational that histidine, a terminal 
amino-acid and a burden on impaired 
liver function, should be used routinely 
to combat a malady whose etiology is as 
protean as that of peptic ulcer—one 
of those amino-acids which, as W. D. W. 
Brooks observes, undergo putrefaction 
in the colon, with the formation of indol, 
skatol and phenol, extremely toxic 
bodies. 


HE many theories regarding the 

pathogenesis of peptic ulcer bring 
forth the sad commentary that we are 
still groping in the dark as regards its 
origin. Of the circulatory theory of 
Virchow, the neurogenic theory of Van 
Bergman, the spasmogenic or vagotonic 
theory of Eppinger and Hess, the acid 
aggression theory of the German school, 
the inflammation theory of the French 
school, the mechanistic theory of Aschoff, 
and the infection theory of Rosenow, 
each hypothesis alone is inherently too 
weak to explain all cases. A combina- 
tion, however, of the many-faceted hy- 
potheses, when pieced together, brings 
into relief a mosaic depicting a protean 
etiology of peptic ulcer. Dr. A. B. 
Rivers (6) divides ulcer pathogenesis 
theories into three categories: one, 
trauma to tissue; two, acid aggression 
and tissue defense; three, systemic fac- 
tors. He adds, “Peptic ulcer is prob- 
ably the result of interaction of these 
three factors, and, although each may 
be of varying significance in different 
cases, it is probable that even in the 
same case now one factor, now an- 
other, may assume the position of major 
importance”. He continues, “Further- 
more, many people who are not improv- 
ing with one form of treatment respond 
promptly to a change in therapy what- 
ever that change may be. For these 
reasons it is not surprising that the 
daily injections of inert substances re- 
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lieve the symptoms in peptic ulcer.” It 
is highly fallacious indeed to state 
sweepingly that all ulcers are caused by 
amino-acid deficiency, and can therefore 
be cured merely by injections of histi- 
dine or tryptophan. 

Dr. David Smith (7), in a study of 
histidine therapy in lesser curvature 
ulcers, while not claiming parenteral 
therapy to be a certain cure, declared 
that “the rapid clinical improvement, 
with the radiological evidence, goes far 
to show that treatment is beneficial in 
relieving gastric distress and hastening 
the healing of an obvious ulcer.” The 
life cycle of peptic ulcer is herein com- 
pletely ignored. The periods of activity 
alternating with those of quiescence are 
forgotten in this appraisal of parenteral 
therapy. No one theory can fit all in- 
stances of the disease, as we have seen, 
and remission in peptic ulcer is not to 
be regarded as a cure. While it might 
indicate a silent period owing to his- 
topathological inactivity in one patient, 
it might be ascribed to clinical quiescence 
in a silent euphoric individual. In the 
case of true anatomic inactivity, periods 
of freedom from ulcer distress are an 
integral feature of the malady. The 
frequency, duration and degree of re- 
lief vary within wide range in different 
patients, governed in large part by the 
mental status of the individual. Treat- 
ment, therefore, does not cease with 
clinical amelioration. The conventional 
approach, based on the sound principle 
of attacking the enemy from various 
offensive lines, is not one lightly to be 
repudiated. 

Uleer is a disease of civilization, and 
assumes part of its importance because 
of the economic risk it entails. The 
proponents of parenteral therapy seem 
to stress this point. They emphasize 
loss of time from work, the narrowed 
range of activity, and increased atten- 
tion to diet. The writer agrees, but 
holds that as disease often begins in 
the kitchen, it may be terminated by 
proper kitchen activities. The annoy- 
ances are indeed great, but the path of 
least resistance has yet to be proved 
fruitful in ulcer therapy. 

The rival method of parenteral ther- 
apy, combined lipoprotein and emetine, 
which “apparently produces those struc- 
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tural changes, as evidenced by roentgen- 
oscopic studies, which we associate 
with healing of the ulcer”, is open to 
the identical objections advanced against 
histidine. 

The following are cases in which histi- 
dine. therapy was indulged in despite 
frank evidence of stenotic processes, 
pronounced gastric retention and persist- 
ence of symptoms: 


Case 1. J. A., male, age 46. Clinical 
picture of one harboring a gastric ulcer 
manifested in stomach upsets over a pe- 
riod of twenty years. Periods of re- 
activation seemed to parallel economic 
reverses. Constancy recently replaced in- 
termittency in his symptomatology. A 
motor meal disclosed pronounced reten- 
tion. Gastric analysis revealed normal 
acid values with occult blood intensely 
positive. Analysis of the roentgeno- 
logic studies and the several investiga- 
tions by others, the last by the writer, 
furnished evidence of a stenotic process 
in the pre-pyloric region, conducive to 
a persistent food retention. The pa- 
tient rebelled against the suggestion of 
operation to relieve the obstruction, and 
subjected himself gleefully to a full 
course of histidine therapy. After sev- 
eral injections he telephoned with ap- 
parent victory the news of abatement 
of his symptoms. The effect of the nov- 
elty wore off, however, and the patient 
finally consented to surgery. Dr. Wal- 
ter Gray Crump of the Flower-Fifth 
Avenue Hospital reported as follows: 
“Callous ulcer on posterior wall of duo- 
denum. Hard, nodular ulcer area on pos- 
terior wall of the stomach, on esophageal 
side of upper half. Operation: posterior 
gastro-enterostomy. Pathologic diagno- 
sis: subacute, focal, exudative gastritis.” 


Case 2. W. M., male, age 45. The sa- 
lient features are: a relatively short 
history (8 months) in a hyposensitive 
individual. The clinical picture was not 
suggestive of either a gastric or duo- 
denal lesion. Anorexia, asthenia and 
gradual weight loss dominated the pa- 
tient’s recital of his symptoms. His 
family physician referred him to a com- 
mercial laboratory which reported pylor- 
ic stenosis and a large six-hour gas- 
tric residue. The x-ray evidence was 
reviewed by the physician but he never- 
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theless subjected the patient to 24 injec- 
tions of a histidine preparation. Going 
down hill in response to the parenteral 
therapy, the patient consented to surgic- 
al intervention. Following are the find- 
ings of Dr. A, I. Beller, Mount Sinai 
Hospital, July 6, 1936: “I found the 
closure of the pylorus due to a pene- 
trating ulcer which was situated at the 
junction of the pylorus and the first por- 
tion of the duodenum. Subtotal gastrec- 
tomy was performed.” 


Case 3. A. L., male, age 44. The 
symptomatology was classically descrip- 
tive of a duodenal ulcer of ten years’ 
duration. The outstanding physical find- 
ings were: 1. constitutional inferiority, 
2. poorly ventilated right ‘pulmonary 
apex, 3. marked dental sepsis. The lab- 
oratory summary, including hyperchlor- 
hydria, moderate leucocytosis, rapid red 
cell sedimentation, and the x-ray plates 
gave evidence of a non-obstructive duo- 
denal ulcer. His family physician ad- 
ministered a course of 30 injections of 
histidine with no abatement in the clin- 
ical picture. The physician insisted on 
repeating the course with promise of 
combating his symptoms. The conven- 
tional therapy, with eradication of the 
dental sepsis, brought a radical change 
in the patient’s health and outlook on 
life. 

Case 4. J. A., male, age 69. Present- 
ing symptomatology was of 17 years’ 
duration, and save for absent pe- 
riodicity the symptoms were those of a 
post-pyloric, non-obstructive lesion. Phys- 
ical findings were essentially negative 
save for localized tenderness in the mid- 
epigastrium. Gastric analysis showed 
high acid values with four plus occult 
blood. Roentgenologic evidence of a 
“post-pyloric ulcer with marked spasm 
of the pyloric canal” was noted in the 
diagnosis of Dr. Louis Gregory Cole, 
French Hospital, August 7, 1933. Suffi- 
cient evidence was presented to warrant 
the diagnosis of a non-obstructive post- 
pyloric lesion. The patient had by now 
received a diversity of ambulatory treat- 
ments, capped with a course of histi- 
dine injections. -He continued to com- 
plain, with sufficient justification. He 
was admitted to the Flower Hospital 
and the orthodox therapy was instituted. 
His response was spectacular. 
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ANALYSIS of the subject under dis- 

cussion clearly shows that paren- 
teral therapy has for its only objective 
combating the ulcer itself. Analogically 
it is a treatment of pulmonary tuber- 
culosis which strives only for abate- 
ment of the cough, an annoying symp- 
tom indeed. Such an approach, ignoring 
the diversity of factors concerned in the 
genesis of a peptic lesion, is sympto- 
matic rather than basic therapy. 

As evidence of the manufacturers’ 
pessimism as to the amino-acid insuffi- 
ciency thesis, their literature advises re- 
peated courses of parenteral therapy 
within six months, as a _ prophylactic 
measure against recurrence. Sensing that 
this remedy, as many others, does not 
establish a cure, that periods of activity 
alternate with repair phenomena, and 
that clinically quiescent periods may ac- 
count for apparent response, they urge 
repeated use of the drug. To recom- 
mend this agent prophylactically in post- 
operative care in anticipation of recur- 
rence casts aspersions on adeq;uate sur- 
gery and palpable reflection on the drug 
itself. Recurrence means failure of the 
cure, a cure which is at least likely un- 
der methods lacking the emphatically 
expressed promises of success we have 
been given. The conventional therapy, 
combating acid aggression and enhanc- 
ing tissue defense, both chemically and 
mechanically, from a dietetic standpoint, 
constitutes adequate prophylaxis in pep- 
tic ulcer follow-up, not yet to be dis- 
carded for unproved parenteral therapy. 


INALLY, may I refer to the com- 

ments of G. B. Eusterman (8). 
After enumerating a wide variety of 
substances proposed for parenteral ther- 
apy in peptic ulcer, he stated: “The 
proponents of the various methods 
claimed good results, invariably after 
insufficient periods of observation; 
sooner or later, however, these proce- 
dures were relegated to obscurity”. “This 
historical fact”, he wrote, “coupled with 
more complete knowledge of the life 
history of ulcer and the factors in- 
volved in the pathogenesis, naturally 
leaves the circumspect physician uncon- 
vinced that another rabbit in the magi- 
cian’s hat, in the shape of amino-acids, 
would do the trick”. 


246 





Conclusions: 

1. Temporary replacement of amino- 
acid deficiency has not proved to be a 
convincing palliative, and is surely not 
a curative measure. 

2. Temporary parenteral injection is 
no means of maintaining a permanent 
supply of histidine, if this is necessary. 

3. Continued administration is an ad- 
mission of failure. 

4. Favorable assessment of the drug 
loses significance when equated with 
usual remission periods and such fac- 
tors as fatigue, suggestion, and emo- 
tional and seasonal influences. 

5. The profession should avail itself 
of the results of the activities of the 
Council of Pharmacy and Chemistry of 
the American Medical Association. Let 
us practice investigation before injec- 
tion. 
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Fracture of Neck of Femur: Evaluation 
of Various Methods Advanced for 
Treatment 

PAuL B. MAGNUSON, Chicago (Journal 
A. M. A., Oct. 31, 1936), believes that 
roentgen evidence of reduction in fracture 
of the neck of the femur can often be mis- 
leading if the roentgenogram is taken only 
at two angles; therefore, roentgenograms 
at a number of angles should constitute a 
routine both before and after reduction. 
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THIS PERPETUAL BELLY 





WILLIAM GILBERT ANDERSON, M.D.., Dr. P.H., LL.D.. New Haven, Conn. 
Professor and Director Yale University Gymnasium, Emeritus 


MERSON, in his essay, Representa- 

tive Men, says: “What can I do 
against the influence of race in my his- 
tory? What can I do against hereditary 
and constitutional habits; against scrof- 
ula, lymph, impotence; against climate, 
against barbarism, in my country? I 
can reason down or deny everything, ex- 
cept this perpetual belly; feed he must 
and will and I cannot make him re- 
spectable.” 

A Latin student, when asked to make, 
at sight, a free translation of facilis 
descensus averni, with a sudden burst 
of enthusiasm replied, “Going down 
hill is easy, the hell of it is to get back.” 

The accumulation of fat which results 
in any form of ptosis is easy, insidi- 
ous, undermining, corroding and brings 
in its train conditions which are dan- 
gerous; so, as the Latin student said, 
It is Hades to get back. 

In writing a brief article on the se- 
lected subject, I want to include splanch- 
noptosis, gastroptosis, and visceroptosis. 
Being a loyal American, it will not be 
out of place for me to fall in line with 
our Government and adopt an alphabet. 
I will, therefore, refer to these forms 
of ptosis under the letters, V.P. (Vis- 
cero-ptosis) 

The average person who suffers from 
V. P. is not fully aware that there is 
a decided disarrangement of all of the 
organs used in digestion, assimilation 
and nutrition. We might mention as a 
result, gastric and intestinal inefficiency, 
malassimilation and malnutrition. The 
victim is frequently bothered by flatu- 
lence, constipation, toxemia, headaches, 
nervous irritability and disturbed slum- 
ber. If the personal appearance is not 
sufficiently unpleasant to cause him to 
make an effort to improve, I believe his 
knowing that V.P. is followed by the 
pathological states mentioned above will 
spur him on. 

In these days when a man writes on 
reducing, diet or transformation of the 
body outlines, he feels like apologizing 
to the reader, for never has there been 
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such a plethora of articles on these sub- 
jects. Books, magazines and syndicated 
statements from the pens of leading au- 
thorities more than supply us with ma- 
terial. 

Inasmuch as I am going to deal with 
only one subject, and that in a rather 
unique manner, I do not feel that I 
will tire the reader. 

For many years I have treated pa- 
tients for bodily asymmetry, whether for 
too much or too little muscle or fat, 
or for misshapen forms, and often, if 
the patient would stick to the lessons, 
my efforts have been crowned with suc- 
cess. It is possible to reduce or add 
to the measurements of the somatic 
entity, but so many patients give up 
early in the game, or will not stand by 
their guns, that I have tried to “get 
around” such vacillation by minimizing 
the training and giving exercises, plus 
regimen, that will accomplish what I 
want in the shortest time; but, of course, 
in order to get rid of surplus belly fat 
we must consider more than muscular 
activity; we must remove the cause. 

If I can convince the man or woman 
who comes to me to get rid of a mis- 
fit body that it can be done by simple 
muscular contractions combined with 
changes in eating, I am repaid, but 
even an exercise that calls for thirty 
seconds work will not hold many, be- 
cause the mal-forms either forget or 
the efforts become monotonous, so they 
drop the whole matter and travel along 
with bodies that are well nigh disgust- 
ing because they are so unshapely. 


N presenting excerpts from my experi- 
ences in reducing or changing the 
contour of the body, I want to avoid 
cases which are strictly pathological, al- 
though all cases of obesity are more 
or less so. 

The expert in presenting methods of 
modifying the corporal outlines includes 
exercises as well as changes of diet, but 
as there is so much available material, 
the subject of our discussion, if left to 
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himself, may err in his choice or fail 
to select the movements which are most 
helpful. The majority of muscular move- 
ments soon lose their appeal, some are 
actually dangerous, and many of them, 
after brief trials, are decidedly tedious. 
They call for a change of costume, at- 
tending gymnasium classes, buying ap- 
pliances, or working to the radio, and 
so become humdrum and uninteresting. 
Furthermore, “it is too much trouble.” 

Take only one example of a quick 
change of heart, the DAILY DOZEN. 
It was the vogue for several years and 
was really splendid; splendid if rightly 
used, but well nigh pernicious if not. 
We seldom hear of it today. There 
are a few persons who have sufficient 
will power to persist, but only a few. 

The physician knows that the con- 
traction of a muscle, whether voluntary 
or reflex, causes chemical changes often 
referred to as “constructive or destruc- 
tive metamorphosis of tissue.” He is 
aware that such action results in growth 
and strength, but failure to use the 
contractile tissues causes flabbiness, fat 
infiltration, or atrophy. Of course the 
muscles are then weakened. 

What a tragedy it is for the middle- 
aged man to turn “into the lean and 
slipper’d pantaloon his youthful 
hose well saved, a world too wide for 
his shrunk shank” or “the justice; in 
fair round belly, with good capon lined.” 


Posture and Health 


If a man longs to appear and walk 
like a West Pointer, or, in later life, 
as General Pershing does, and could 
have these gifts merely by wishing, he 
would bless the fairies, but as there are 
no fairies he can, to quite an extent, 
acquire these desirable and healthy at- 
tributes by persistent, personal effort. 

No man or woman looks well with 
a very prominent and pendulous ab- 
domen. These undesirable conditions 
are caused by insidious tissue degen- 
eration and the falling or dropping of 
the intestines, which ptosis is due to 
belly fat and a weakening of the ab- 
dominal muscles. If visceroptosis is 
present, not only are the intestines mis- 
placed, but the other large organs of 
the abdominal! cavity, the stomach, liver, 
pancreas and spleen, are dragged down. 
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There can be no such change in bodily 
structure without impairing the health. 

The man with a kingly carriage or 
the woman with a queenly presence is 
not only admired, but is healthier than 
those who have lost all desire to conform 
to the ideals of sculptors and painters. 
Anyone who cultivates an erect car- 
riage and an alert step stands a better 
chance of fighting down or using up the 
surplus fat than does the one who will 
make no effort to overcome splanch- 
noptosis. 

I believe every red-blooded man and 
every normal woman wants to be beau- 
tiful, but V.P. destroys the esthetic 
appearance. 

Abdominal belts and rubber or elas- 
tie supports may change the outlines of 
the body, but, pathological conditions 
excepted, they do more harm than good, 
thus defeating their alleged purpose, 
because they take the place of already 
weakened muscles. 

Diet 

I have no intention of dwelling at 
length upon the very important subject 
of diet and over-nutrition, but must, in 
passing, refer briefly to what has been 
said at greater length by others. 

It goes without saying that the pres- 
ence of fat in abnormal amounts is due 
to overeating and that, to get rid of this 
undesirable tenant of our bodies, we must 
eat slower and thus consume less, ta- 
booing sweets. 

Twenty-five years ago calories were 
supreme; today we hear less of them and 
more of other food ingredients, e.g., 
vitamins. Ten years from now vita- 
mins, without a scintilla of doubt, will 
be modified by other elements, but such 
is the law of progress and it indicates 
advancement in knowledge and perspec- 
tive. The studies of both vitamins and 
calories reflect merited credit upon the 
scientific men who devote so much time 
to this special research. 

I refer to these changes for just 
now it is not well to nail our flag to 
a mast, because there is really no mast 
to which we can permanently attach the 
flag of belief. 

One notes with dread that it becomes 
a little more difficult to put on and take 
off the shoes, that there is a quickened 
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and somewhat disturbing respiration af- 
ter climbing stairs or following any 
alert muscular motion; we may usually 
attribute this, safely enough, to the 
presence of too much fat both inside 
and outside of the abdominal cavity. 

The presence of fat in the upper ab- 
dominal cavity interferes with the regu- 
lar action of the heart, so that in this 
way its very existence is deleterious. 

In order to be more sure of my 
ground I took up this matter with Prof. 
Harry B. Ferris, Hunt Professor of 
Anatomy in the Yale Medical School. 
Dr. Ferris and I have been associated 
many years. I consider him one of the 
foremost men in his line in this coun- 
try. In reply to my query as to whether 
this abnormal accumulation of fat might 
interfere with the cardiac action, he 
wrote as follows: 

“I think that where there is consider- 
able deposit of fat under the pericardium 
that it does extend to a certain extent 
into the muscular substance of the heart. 
Of course, this is not to be confused 
with fatty degeneration of the heart, 
where the muscle fibers partly change 
into fat. In regard to your second ques- 
tion, I presume that you inquire as to 
whether the subcutaneous layer of fat 
in the body is proportionately developed 
to the layer of fat found in the ab- 
dominal cavity behind the peritoneum 
and in the mesenteries and omenta. So 
far as I have observed there seems to 
be a distinct relation and that if the 
subcutaneous fat is extensive so also 
is the intra-abdominal fat.” 

It may be true that certain drugs will 
aid in cutting down weight, but I do not 
care just now to comment further on this 
particular topic. 

The various cults, which include meatari- 
ans, fruitarians, Fletcherites, fasters, etc., 
present their arguments for improving 
health, increasing strength, reducing fat, 
and also making the thin plump, but the 
very fact that they all disagree among 
themselves leaves the layman in a state 
of quandary. It is known that many of 
the converts to extravagant belief in 
their views are obsessed by their faith 
to such an extent that they are as un- 
changeable as the Rock of Gibraltar. 
Would that we could convert these to 
as strong a belief in rational physical 
training. In truth, some of the mem- 
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bers of these cults are so firmly con- 
vinced of the correctness of their cred- 
ence that they become irritating. I 
have, at times, been annoyed by the per- 
sistency of some of my women patients 
when I have tried to shake their faith, 
so there come to me the words of an 
old East Indian saying: “There is danger 
for him who taketh the tiger’s cub; 
also for him who robbeth a woman of 
her delusions.” 

We must not forget that for hun- 
dreds of years millions of persons have 
been meat eaters, but have lived well, 
been healthy and successful. 

I call attention to an article which 
appeared in the May, 1936 Fortune, which 
thesis was later tabloided for the Read- 
ers’ Digest under the caption, The 
Wonders of Diet, page 61, November, 
1936: 

“Work in nutrition is going on so fast 
that much of what was true in 1935 
may be false in 1936, but still true are 
the words of Sir Frederick Hopkins 
(Medicine’s Nobel prize winner 1929): 
“An ideal diet can not yet be defined. 

“There is never any last word or final 
truth on any historical subject; for even 
should a mistaken and self-satisfied gen- 
eration think itself in possession of truth 
its successor will not fail, or at least up 
to the present, has never failed, to re- 
place it with a truth of its own.” 


The Water Bags 


In_ visceroptosis the lower abdomen 
resembles a water bag made of thin rub- 
ber and filled with liquid. The appear- 
ance is unpleasant because of the distor- 
tion. If on the other hand a strong 
water bag is filled to the limit, there is 
no want of symmetry, no disfigurement 
of the receptacle as the increase in size 
is symmetrical. This simile shows clear- 
ly what takes place when the abdominal 
muscles, under constant pressure by 
slowly increasing weight, lose their 
tonicity to such an extent that the en- 
tire spectacle is not only distressing to 
a point of disgust, but the results are 
unhealthy. The remedy for this unfor- 
tunate state is in keeping certain muscles 
strong and vigorous, and so far as pos- 
sible reducing a weight that day after 
day and month after month is gradu- 
ally weakening these wonderful con- 
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tractile tissues and changing tonicity to 
flabbiness. 

The simple exercises which will keep 
the rectus abdominis and the internal 
and external oblique muscles strong, 
follow. 


The Exercises 


1. Stand as erect as possible, lifting 
up the top of the head. 

2. Arch the chest to its limit. 

3. Place the scapulae flat against the 
posterior thorax. 

4. Draw in the abdominal muscles just 
as far as possible. 

The time required to do this is exactly 
two seconds. 

Now, when this position has been 
taken, hold it for 30 seconds. 

While maintaining this attitude it is 
possible to breathe normally without 
great effort. 

The above exercises bring strongly 
into action the erector spinae group and 
associated muscles, all abdominal muscles 
and those which elevate the ribs and 
keep the torso balanced on the pelvis 
and the femurs. 

To strengthen the action of the heart 
and increase the lung capacity, do a bit 
of rapid walking whenever there is an 
opportuuity. If the heart is fairly good, 
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—Concluded from page 252 





has foreseen, and that even in the every- 
day choice of food we are dealing with 
values which are above price for the 
health and efficiency, duration and dig- 
nity of human life.” 

It is obvious that when the great ma- 
jority of all people will be nutritionally 
benefited, the general level of the pub- 
lic health raised, and the averages of 
our vital statistics improved at many 
points by the simple taking of a larger 
proportion of the needed nutritional 
calories in the form of the protective 
foods, that then hospital populations will 
decline. Add this to the achievements 
of preclinical medicine in many other 
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walk up two or three flights of stairs 
three times a day. 

With a little practice our subject can 
hold the attitude described above 40 to 
50 seconds. 

This exercise should be taken four 
times every hour during the waking 
hours. It can be taken, in a measure, 
while the person is seated. 

The skeptic will soon find that it is 
quite tiresome to bring so many muscles 
into action and hold the posture for 40 
seconds, but with practice it can be eas- 
ily done and in a few days a habit will 
be started. 

Ordinary walking is a reflex act, in- 
expensive, but as an exercise is not very 
valuable. 

In addition, eat slowly, eat less, and 
thoroughly grind up all food. 


Note 


I do not claim that the few simple 
exercises described above are the end- 
all and be-all of muscular training, but 
they are very good and will soon lead 
to a greatly improved carriage for either 
man or woman. 

To the doctor who reads this article 
and who may say, “I am familiar with 
these methods”, my reply is, “Good! then 
pass the lighted torch to those who are 
not”. 


directions in the near future and the 
force of the factors under discussion will 
be partially sensed. 

Let us at least hope that there will be 
no incongruous rivalry between the hos- 
pital and the profession at any time 
hereafter. Thinking about such a pos- 
sibility now will tend to clarify the set- 
up and avert new frictions between long- 
time allies. 





ORTHOSTATIC HYPOTENSION 


PERK LEE DAVis and MARGARET SHUM- 
way-Davis, Philadelphia, (Journal A. M. 
A., April 10, 1937), report two cases of 
orthostatic hypotension in which benze- 
drine sulfate relieved the symptoms by 
preventing the fall of blood pressure to 
the level at which symptoms occurred. 
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Clinical Notes 








MONOCYTIC LEUKEMIA 


REPORT OF A CASE 
ANTHONY BASSLER. M_D., F.A.C.P., New York, N. Y. 


HERE are two major types of leu- 

kemia, the myeloid or splenomyelog- 
enous, and the lymphoid. About two 
decades ago Schilling came forward 
with the concept of a third form of 
leukemia, namely, the monocytic. Many 
authorities contend that this reticulo-en- 
dothelial type should be included in the 
two well known forms and not be de- 
partmentalized as a separate form. In- 
stances of abnormal white blood cell 
storage, as, for example, in Gaucher’s 
disease, Niemann-Pick disease, and es- 
pecially white blood cell proliferation, 
may show leukemic or aleukemic blood 
counts. However, there is a character- 
istic of the aleukemic form of leukemia 
that apart from any change in the clinic- 
al picture is definite, and that is a 
leukemia which runs the relatively 
short course of all leukemias and yet 
the total white blood cell count may 
never show a distinct departure from 
normal such as is seen in the myeloid 
and lymphatic cases. To me this war- 
rants a separate division under the term 
monocytic or aleukemic reticulo-endo- 
theliosis. 

In 1933 Dameshek reviewed the litera- 
ture on monocytic leukemia and found but 
eleven reported cases. Apparently the 
disease is uncommon. While the lymph 
nodes were not examined and there was 
no autopsy, the following case is re- 
ported especially to record the striking 
effect of x-ray treatments on the spleen 
and the quick response of the differen- 
tial count of the leukocytes to normal. 

A short, stout Jewish woman of 38 
with two children had been well prac- 
tically all her life with the exception 
that in the Summer of 1934 she had 
poison ivy rash for which she was given 
some sort of subcutaneous injections. 
About September, 1935 she started with 
a pain under the left breast which was 
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always immediately relieved on lying 
down and made worse on standing or 
by exercise. About a year before this 
she was troubled with flushes and her 
menstrual flow in July and August, 1935 
being scanty, these phenomena were be- 
lieved to be menopausal in origin. About 
December, 1935 the pain in the cardiac 
region became most pronounced and con- 
tinuous. The weight in seven months 
dropped from 168 to 145 pounds and 
during the Winter of 1935-36 she felt 
so hot at night that she could not sleep 
under any covering and only with the 
windows wide open. About February, 
1936 the cervical glands on both sides 
of the neck became noticeably enlarged 
and the abdomen became enlarged and 
hard to the feel. 

The physical examination disclosed a 
marked enlargement of all the superficial 
glands of the body, those in the neck 
being quite bulging, like those present 
in Hodgkin’s disease. The spleen was 
hard, rounded and firm and was the 
largest I have ever felt in an abdomen. 
The right margin crossed the midline 
of the abdomen and the lower pole was 
below midway between the umbilicus and 
the symphysis pubis lying down and 
practically at the symphysis pubis stand- 
ing. The blood pressure was 104/92 and 
the urine normal, excepting pH 4.8 and 
high in indican. The sugar tolerance 
test was normal and the blood chem- 
istry essentially so. The blood count 
was R.B.C.’s 3,700,000, Hb. 65 per cent, 
W.B.C.’s 8,800, polynuclears but 38 per 
cent, small lymphocytes 48 per cent, 
large lymphocytes 8 per cent, transi- 
tionals 2 per cent, eosinophiles 2 per 
cent, and basophiles 1 per cent. Dif- 
ferentiation between various blood dys- 
crasias and lymphatic and splenic dis- 
orders was considered and the diagnosis 

—Concluded on page 268 
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PRECLINICAL MEDICINE 
VERSUS HOSPITALS 


N editorial on the Overcrowding and 

Overbuilding of Hospitals, in the 
Hospital Number of the Journal of the 
American Medical Association (March 
27, 1937), remarks that “A cursory ex- 
amination of the reported rated capacity 
shown in the list of registered hospitals 
readily demonstrates a general condi- 
tion of overbuilding rather than over- 
crowding. General hospitals have been 
found with from 30 to 50 per cent of 
their beds unoccupied but actually many 
of them have larger spaces, whole floors, 
sometimes entire buildings that have 
never been occupied or even furnished; 
and this is observed quite often in com- 
munities where ambitious building cam- 
paigns are now under way.” 

The editorial continues to comment on 
this situation and says that “The high 
rate of overbuilding of genera] hospitals 
has been reported by voluntary organ- 
izations, including churches and a good 
many city general hospitals. The over- 
building of hospitals in any community 
is a tax on that community whether the 
hospital is supported by taxes, by en- 
dowments, by contributions or, in fact, 
by patients. However, the cost of over- 
building in dollars is not the greatest 
concern. Provision of more hospital fa- 
cilities than are really needed for the 
sick and injured encourages an effort 
to make use of them—in other words, 
of overhospitalization of patients.” 

The editorial concludes with the sug- 
gestion that “The proper accommodation 
of some patients with mental disease 
and of some with tuberculosis in gen- 
eral hospitals may aid in economic util- 
ization of the oversupply of beds. Fig- 
ures presented in this issue of THE 
JOURNAL would seem to encourage this 
movement.” 

This situation makes us wonder 
whether the hospitals, in addition to 
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competing with the medical profession 
in certain familiar ways, will be entirely 
sympathetic to the movement now gain- 
ing headway looking to the earlier recog- 
nition of disease. If one imagines the 
widespread realization of this aspira- 
tion on the part of our zealous prac- 
titioners, one must perforce conceive of 
a great lessening of the pressure on our 
hospitals, which now seem about to fos- 
ter overhospitalization. For early di- 
agnosis, or rather preclinical medicine, 
will mean intensive prevention of 
disease to a degree hardly realized at 
present and a reduction in the number 
of hospitals needed. 

We are naturally in the habit of think- 
ing of hospital and profession as having 
mutual interests at all points, yet an odd 
paradox seems now to loom—the medi- 
cal profession determined to anticipate 
disease, as it were, and the hospitals 
preparing for more sickness and about 
to bid for more patients. The two 
philosphies are directly antithetic. To 
what extent, if any, will the hospital 
be a stumbling block in the path of the 
preclinical medicine movement? 

Along with the foregoing, we must 
think of Sherman’s views with respect 


. to the part to be played by the wide- 


spread application of certain principles 
of nutrition which are a large part of 
preclinical medicine. Only low purchas- 
ing power of large numbers of people 
stands in the way of such an applica- 
tion. It is realized, says Sherman, that 
“right relations between purchasing 
power and the general level of prices 
is essential fo the ability of any com- 
munity to get the full benefit of the 
new knowledge of nutrition. For it is 
now clear to any one who will study 
the evidence that nutrition has greater 
constructive potentiality than science 

—Concluded on page 250 
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FIVE YEAR CURES OF CANCER 


Reported from the Rochester Hospitals 


HIS year we report twenty-nine addi- 

tional cases of five year cures of 
cancer from the Rochester Hospitals. 
This brings our total report to 203 
since 1930. In that year we reported 
forty-three cases; in 1931, thirty-five; 
in 1932, twenty-three; in 1933, twenty- 
two; in 1934, thirty-one; in 1935, twenty. 

Table I will give the details of 
the new cases admitted to the list in 
1936. The committee of pathologists 
that reviewed the slides was composed 
of Dr. Herbert R. Brown, pathologist 
to the Genesee Hospital, Dr. William B. 
Hawkins, Associate Professor of Path- 
ology, School of Medicine and Dentistry, 
University of Rochester, and Dr. Sam- 
uel T. Lindsay, pathologist to St. Mary’s 
Hospital. 

Table II will show the follow-up of 
the patients reported in 1935, 1934, 1933, 
and 1932; six, seven, eight and nine 
years after treatment. 

In an abstract of the report published 
in 1935 (American Journal of Cancer, 
October, 1936. 28:459), it was stated that 
the figures published made no mention 
of the type of treatment employed nor 
did they indicate the percentage of five 
year cures to the total number treated. 
In view of the fact that the general 
practitioner has such a pessimistic view 
of the results of the treatment of can- 
cer, it has seemed wise to us to con- 





Report made at the Twelfth Annual Meeting 
of the. New York State Committee of the Ameri 


can Society for the Control of Cancer, held at the 
Genesee spital, December 8, 1936. 
See also editorial in this issue. 
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centrate our efforts upon giving definite 
evidence that there are cases of cancer 
that have been properly treated and 
have survived without recurrence for pe- 
riods above five years. 

In view of the further fact that the 
desired result of therapy is to be ob- 
tained only after early diagnosis and 
complete destruction, a discussion of the 
details of treatment would be likely to 
lead to confusion and argument. 

The main point to emphasize at the 
present time, it seems to us, is that if 
cancer is diagnosticated early and com- 
pletely destroyed, it is curable. 


Table ! 


FIVE YEAR CURES OF CANCER FROM THE 
ROCHESTER HOSPITALS 


- Treated in 1931—Reported in 1936 


General Hospital Surgeon 
1. Cervix eT Terre Teer 
i, CE coin kGnancecaeeeekscanet Phillips 
nck écencaatsatebane Gelser—Leadley 
MT hes ceedneaas Prince—C. B. F. Gibbs 
Ee area Wooden 
Highland Hospital 
EE ree ...Dean 
> 3 aA Ite Dean 
Park Avenue Hospital 
= (hee ......» Huber 
= Sse rer err. Lenhart 
St. Mary’s Hospital 
ee Costello 
i danhntdedhepakacmesnaiened Costello 
— a rarer Costello 
, ME siccctachhadenvedettenscas Costello 
- hectnched ig eunekenenaeendl Costello 
ie tc ethetinaacoathuenieeen Costello 
Sit CE és: i anegabesdugmadeneen caus Costello 
Di, ) E 64 wewscvesescauassesnencesell Simpson 
i SE ee errr mere: Simpson 
8 EE ee 
EY oi ck ded ech sitn enna est Wapaaeeee faft 
12. Dvditbted adnee we arivesneeeued Schanz 
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Strong Memorial and Municipal Hospitals 


a. 
CD cscuewsiceeensdntaswee eaaacd Ritchie 
| ee a Ekas 
i Ce csv cdeceieandtaseckeueeGens Ritchie 
i. MD +o itn tubcwanawsenadmnadeaeen Wilson 
Se eee eer rer Ritchie 
SO SS Pearse 
i ED kadencnccdancennncsaaane Patterson 
SUMMARY 
ND vc Witt Rede Casa banchatarnentenniin’ 13 
SE atcvactheeihbdwieeestueeesateeeeesee 1 
— Veniebhwewienttuketishaeasennenet 1 
SE tcbednee 6ueens Cesestenseeceeedeonneet 1 
DL ccorskstbascanas @ddeen0dbaveesits 1 
Uterus 
ERR a ne ee ee eee 5 
EE EEE SE ER ee ea 7—12 
MEE waka Gaatunneedesdanacees 29 
Table Il 
Cases 
to be 
accounted _ Liv- 
for ing Dead Lost 
Carcinoma of the Breast 
1932 Group (9 yrs.) 8 8 0 0 
1933 Group (8 yrs.) 8 8 0 0 
1934 Group (7 yrs.) 17 *16 1 0 
1935 Group (6 yrs.) 8 at 0 1 
Carcinoma of the Cervix 
1932 Group ...... 3 3 0 0 
1933 Group ...... 1 1 0 0 
1934 Group ...... 1 1 0 0 
1935 Group ...... 3 1 2 0 
Carcinoma of the Gastro- 
Intestinal Tract 
1932 Group ...... 1 1 0 0 
1935 Group ...... 2 2 0 0 
Carcinaoma of the Ovary 
1933 Group ...... 1 l 0 0 
Carcinoma of the Body 
of the Uterus 
1932 Group ...... 2 2 0 
3935 GeeUp ....-. 6 6 0 0 
1934 Group ...... 7 6 0 1 
1935 Group ...... 5 5 0 0 
Miscellaneous Malignancies 
1932 Group ...... 2 2 0 0 
Se GOED cccese 2 2 0 0 
1934 Group ...... 1 1 0 0 
1935 Group ...... 2 2 0 0 


*1 with recurrence. 
** 2 with recurrence. 


THE question has been raised concern- 

ing the results of the educational 
program which has been conducted dur- 
ing the past eleven years. At first sight 
there has been no improvement. As a 
matter of fact the death rate, which was 
115.1 in 1926 and 140.6 in 1935, indi- 
cates that the situation is worse. How- 
ever, through the kindness of Dr. J. V. 
De Porte, the Director of the Division 
of Vital Statistics of the New York 
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State Department of Health,* I am able 
to reproduce the following table (Table 
III): 


Table Ill 
DEATH RATES PER 100,000 POPULATION 
FROM CANCER 
Increase 
Ages 45 to 64 or Decrease 
1915 1933 Per Cent 
Both Sexes .... 230.9 273.9 + 18.6 
EE Ghcaraiiis ah acini 169.1 222.6 +31.6 
Women ........ 294.5 325.9 + 10.7 
Ages 45 to 54 
Both Sexes .... . 72.8 + 3.8 
BN Qo tem as « sat 105.1 128.8 + 22.5 
Women ........ 230.4 218.3 — 5.3 
Ages 55 to 64 
Both Sexes .... 327.1 416.8 + 27.4 
ere 266.2 358.0 + 34.5 
Women ........ 388.2 474.8 + 22.3 


Cancer of the Stomach and Liver 


Increase 
Five Year Average or Decrease 
1915-1919 1925-1929 Per Cent 


BO cctdicnanes 35.5 43.3 +21.9 
 eeeeeere 38.4 39.4 + 2.6 


The death rates per 100,000 have in- 
creased in both men and women, except 
in women between the ages of 45 and 
54. In this group the death rate has 
diminished by 5.3 per cent. The in- 
creases in the death rate for women are 
definitely less than the increases for men. 
Perhaps women, particularly those be- 
tween the ages of 45 and 54, are more 
open to the reception of authoritative in- 
formation than older women or than 
men. 

The other reports of five year cures 
will be found in the MEDICAL TIMES and 
LONG ISLAND MEDICAL JOURNAL, July, 
1932. 60:218; June, 1933. 61:176; March, 
1934. 62:81, and in the New York State 
Journal of Medicine, July 15, 1935. 
35:731. 





* Fifty-sixth Annual Report, 1936. 2:13. 





ETIOLOGY OF POLYNEURITIS IN 
THE ALCOHOL ADDICT 


NORMAN JOLLIFFE and C. N. COLBERT, 
New York (Journal A. M. A., Aug. 29, 
1936), point out that the fact that vitamin 
deficiency may be an etiologic factor in the 
development of polyneuritis in the alcohol 
addict, first mentioned on _ theoretical 
grounds by Shattuck in 1928 and Minot in 
1929. 
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Rhinolaryngology 


Sulphur Dioxide in the Treatment 
of the Epidemic Cold 


A. G. RAWLINS (Archives of Oto- 
laryngology, 25:119-123, February, 1937) 
is of the opinion that the epidemic com- 
mon cold is due primarily to a filterable 
agent of some kind, and that bacteria 
are secondary invaders. Some infections 
that are called colds are apparently 
“flareups” of posterior sinusitis. In San 
Francisco, where the author is in prac- 
tice, there are usually two extensive 
epidemics of the common cold each year, 
sometimes other smaller epidemics and 
also a number of sporadic cases. In a 
study of the blood picture of over 30 
cases of epidemic common cold in the 
first twelve hours of the attack, he 
found this to. be essentially within nor- 
mal limits in the majority of cases; 
3 cases showed a mild eosinophilia and 
2 cases slight leucocytosis. In no case 
was there a leucopenia, such as is char- 
acteristic of the early stage of influenza. 
Temperature records in over 100 cases 
in this same epidemic showed a rise of 
only a few tenths of a degree above nor- 
mal as a rule; rarely a subnormal tem- 
perature. As studies at the Depart- 
ment of Plant Pathology of the Univer- 
sity of California have shown that filter- 
able viruses are not affected by ordinary 
antiseptics but are destroyed by low con- 
centrations of sulphur dioxide, the au- 
thor has treated over 80 cases of the 
common cold of epidemic type with in- 
halations of sulphur dioxide. Of the 80 
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cases, 66 were definitely cured by the 
second day; most of these patients stated 
that as a rule their colds lasted one to 
two weeks. Fourteen patients noted no 
benefit from the treatment. In carry- 
ing out this treatment, the patient is 
given a three ounce bottle half filled 
with a saturated solution of sulphur 
dioxide; with the bottle half filled, the 
fluid can be shaken to liberate more 
gas. The patient is instructed to in- 
hale the gas for about ten minutes 
three times during the first day.. Deep 
inhalations are not necessary, and 
should not be attempted as they are 
apt to make the patient cough. The best 
method is to fill the mouth and throat 
without inhaling into the lungs, and 
then force the gas into the nasopharynx 
and posterior part of the nose by clos- 
ing the buccal cavities; shallow inhala- 
tions may also be taken through the 
anterior nares. In order to be effective, 
this treatment must be given in the early 
stages of the cold, as soon as a raw, 
dry, irritated feeling is noted in the 
nasopharynx, with general malaise, 
sneezing and other symptoms. The num- 
ber of patients treated, the author 
states, is “too small to be anything but 
suggestive of good possibilities.” But 
he suggests that the method be tried by 
other physicians and the results re- 
ported. 


COMMENT 


Although the suggestion is rather in- 
teresting, we rather hesitate to think of 
the severe effects which may result from 
the careless use of sulphur dioxide. We 
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are mindful of the chlorine gas treatment 
which was suggested by the army some years 
ago. We gave this treatment an extensive 
try-out and eventually became convinced that 
transitory treatment of this kind was useless 
as long as patients breathed in the same at- 
mosphere again and became re-infected. 


H. H. 


Asthma and Allergic 
Rhinitis From Molds 


S. M. FEINBERG (Journal-Lancet, 
57:87-90, March, 1937) has found that 
asthma and allergic rhinitis are not in- 
frequently due to molds. Exposure to 
culture plates and microscopic slides to 
the outdoor air for the last two years 
(in Chicago) has shown that there are 
numerous spures of molds in the air, 
often exceeding the pollen count at the 
height of the pollen season. These 
spores are found at al! times of the 
year, anc their light weight and small 
size enables them to become widespread. 
An analysis of 90 cases of asthma and 
hay fever due to fungi shows a striking 
preponderance of children; 65 of the pa- 
tients were under twenty-one years of 
age, and 43 of these under eleven years 
of age. In 25 there was no other al- 
lergy; 58 had an associated pollen al- 
lergy, only 7 some other associated 
allergy. A small group of this series 
had symptoms all the year around; a 
larger group had symptoms during the 
summer months, but not corresponding 
to the pollen season; the largest group 
had severe symptoms during the sum- 
mer, with slight attacks during the win- 
ter, or mild constant symptoms with 
exacerbation during the summer. Points 
in the history that suggest molds as a 
cause of the allergic symptoms are: 
Symptoms occurring or aggravated in 
the summer in a patient not showing 
pollen allergy, or at a season not cor- 
responding with the pollen season; at- 
tacks occurring on warm, windy days 
(not explained by pollen), in musty 
rooms, damp basements, or in a hay 
loft. Cutaneous scratch tests should be 
made with mold extracts, using such 
molds as are prevalent in the locality. 
A list of the molds found most useful 
for such tests by the author is given. 
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Such extracts must be prepared from a 
species producing many spores and cul- 
tured to ensure maximum spore produc- 
tion. Desensitization treatment is espe- 
cially indicated in rhinitis and asthma 
due to mold allergy, as it is almost im- 
possible to avoid contact with mold 
spores in any climate. Of 60 patients 
given desensitization treatment with 
mold extracts (combined with pollen ex- 
tracts where indicated) .25 had 90 to 
100 per cent. relief, and an additional 
23 had 75 per cent. relief. Three illus- 
trative cases are reported. 


COMMENT 

Dr. Feinberg has had a great deal of ex- 
perience as an allergist and, in this paper, 
brings up a very interesting point. Very 
possibly the reason young patients have not 
responded to the usual methods of treatment 
for asthma is because no attention has been 
paid to these spores, which apparently are 
very prevalent. 

H. H. 


Masked Sinusitis as a 
Cause of Obscure Fever 


A. R. SOHVAL and M. L. SOM 
(Archives of Otolaryngology, 25 :37-47, 
January, 1937) note that some persons 
may show continuous or intermittent 
fever for which no definite cause can 
be found, unless attention is paid to 
the sinuses. They report 9 such cases; 
the duration of the fever in these cases 
varied from one week to two and a half 
years, the fever being intermittent in 
the more prolonged cases. Three of 
these patients had “shaking chills,” 4 
showed enlarged lymph nodes, and 4 
slight enlargement of the spleen. In 2 
cases the diagnosis of infectious mono- 
nucleosis had been tentatively made be- 
cause of the enlargement of the lymph 
nodes and palpable spleen. In one case 
only an acute exacerbation of a chronic 
sinus infection indicated the correct 
diagnosis. In the other 8 cases an ex- 
amination of the sinuses was made be- 
cause no cause for the fever and other 
symptoms could be found by the usual 
diagnostic methods. The “classic” in- 
tranasal symptoms of sinus suppura- 
tion were rarely present in these cases. 
In some of the cases intranasal exam- 
ination gave but little evidence of sinus 
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infection; in others, changes in the 
texture of the turbinal mucosa conges- 
tion, edema, hyperplasia and the pres- 
ence of adherent purulent secretion 
were suggestive. Another symptom in 
such cases suggestive of sinus involve- 
ment is headache, which was present in 
all but one of the cases reported. Diag- 
nosis of sinusitis was finally established 
by transillumination, roentgenological 
examination and irrigation. Irrigation 
was found to be the most reliable method 
of demonstrating the presence of infec- 
tion and suppuration in the sinuses. In 
4 of the cases a single irrigation was 
not only diagnostic, but therapeutic as 
well; for in these cases, the fever per- 
manently subsided after this procedure. 
In other cases repeated irrigations were 
necessary, and in one case an antrotomy. 


COMMENT 

We are glad the authors have brought 
this matter to our attention. Obscure fevers 
are frequently due to a small focus of infec- 
tion which may well lodge in a sinus. We 
have in mind a child who has a cardiac con- 
dition which no doubt is due to an infection 
of the right antrum. We would advise, as 
the authors do, that the sinuses be carefully 
x-rayed in all cases of obscure fevers. 

H.H. 


Conservative Treatment 
of the Nasal Sinuses 

H. HAYS (New York State Journal of 
Medicine, 37:137-144, Jan. 15, 1937) is 
convinced that radical sinus operations 
are done too often when conservative 
measures would be equally or more effec- 
tive. For acute sinusitis in children he 
advises shrinking of the nasal mucosa 
by application of a mild cocaine arid 
ephedrine solution, exposure to the infra- 
red light, and washing out the nasal 
cavities with a mild alkaline solution 
followed by an oil spray. Following this 
office treatment, the mother or nurse may 
be instructed to instill a mild alkaline 
solution into the nose at night and morn- 
ing with a medicine dropper. The gen- 
eral resistance must be built up by 
hygienic measures and the administra- 
tion of vitamins A and D. In adults, in 
acute sinusitis, the cocaine and ephedrine 
solution and infra-red light are employed, 
as in children. The nasal cavities are 


MEDICAL TIMES @ MAY, 1937 








washed out with a suction douche ap- 
paratus devised by the author some 
years ago; the Harmon Smith formula 
is used for the washing solution. After 
this procedure, the nose is sprayed with 
an oily solution. The patient is directed 
to return daily until the washings are 
clear. The routine treatment for chronic 
cases is similar, but must be continued 
for a longer period of time. In chronic 
cases it is most important to build up 
the patient’s general resistance by 
appropriate measures. A change to a 
warmer climate is desirable. The author 
has found that treatment with the suc- 
tion douche will cure many cases of so- 
called sinusitis, and be “of material 
benefit” in others. For permanent bene- 
fit, the general body resistance must be 
increased. 
COMMENT 

Since the publication of this paper, the 
author has received several communications 
from specialists who have installed the suc- 
tion douche apparatus. Altogether too much 
surgery is performed on sinuses which can 
well be taken care of by conservative means. 
One of our letters was from a physician in 
Florida who had always felt it necessary to 
attack the sinuses radically. Since using the 
suction douche apparatus, the results have 
been so gratifying that he has cured almost 
every case by this means. The author will 
be glad to answer any letter on this subject 
at any time. 

H.H. 

Changing Incidence of 
Tuberculosis of the Tonsils 


M. CATHERINE MAGEE (Archives 
of Internal Medicine, 59:445-447, March, 
1937) notes that in 1921, Weller reported 
a study of the incidence of tuberculosis 
of the tonsils, based on a study of ma- 
terial from 8,697 tonsillectomies at the 
Department of Pathology of the Uni- 
versity of Michigan. The incidence of 
tuberculosis for this group was found to 
be 2.55 per cent. Recently a similar 


‘study, using the same methods, has been 


made in this Department on specimens 
of the faucial and pharyngeal tonsils 
obtained from 6,359 cases. The incidence 
of tuberculosis of the tonsils in this 
group was only 0.44 per cent. Since 
these results are based on comparatively 
large series in each instance and the 
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methods of examination used were ex- 
actly the same in the two series, the 
results are “highly significant” as in- 
dicating a very definite decrease in the 
incidence of tuberculosis of the tonsils. 
These results agree with the findings of 
Wilkinson at the Mayo Clinic (1929); 
and are also in accord with decreased 
incidence of most forms of tuberculosis 
in recent years. 


COMMENT 


It has been our feeling for some time 
that tuberculosis of the tonsils is ex- 
tremely rare. We believe that it hardly 
ever occurs as a primary lesion. That 
tuberculosis can occur in _ association 
with an active process in the lungs goes 
without saying. 

H. H. 


Otology 


Chronic Suppurative Otitis 
Media and its Treatment 


H. L. WILLIAMS (Minnesota Medi- 
cine, 20:86-90, February, 1937) notes 
that at the Mayo Clinic, the following 
classification of chronic suppurative 
otitis media has long been in use, as a 
basis for the indications for treatment: 
Type 1. Discharge from the ear is 
mucoid or purulent, but without the odor 
of decaying bone or cholesteatoma; per- 
foration of the drum may be large or 
small. In this type there are usually 
periods when the ear is dry, with re- 
currence of the discharge whenever there 
is acute upper respiratory tract infection. 
Type 2. In addition to the findings in 
Type 1, there may be evidence of disease 
of the bones of the middle ear, especially 
of the ossicles, hyperplastic changes in 
the mucous membrane, granulation tissue 
polyps arising from the annulus 
tympanicus or promontory. Type 3. 
Discharge is fetid and usually profuse; 
there is usually considerable underlying 
disease of the bone with polyps arising 
from the tympanic attic and aditus; 
examination of the attic may show 
cholesteatoma. Type 4. Discharge va- 
ries in quantity, and may be slight, but 
is always fetid. The disease has extended 
to the tympanic antrum; tympanic mem- 
brane may be intact, the discharge com- 
ing through a fistula; cholesteatoma is 
present; and usually numerous polyps, 
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frequently arising from the region of 
the round or oval window. In Types 1 
and 2 treatment of the inflammation of 
the Eustachian tube usually gives good 
results. Forcing of mild silver protein 
through the tude has been found to be 
especially useful at the Clinic. In these 
two types, diseased adenoids and tonsils 
should be removed, any septal deflection 
corrected or sinus disease treated. Polyps 
or granulation tissue that are present in 
Type 2 should be removed with caution, 
cut off with a snare near their origin, 
and the base destroyed by chemical 
cauterization. In Type 3, even when 
cholesteatoma is present, lavage with the 
Hartman cannula and syringe, using 
alcohol or acetone, not a watery solution, 
may be effective. If the ossicles are 
necrotic, they should be removed. But 
if cholesteatoma is present in the attic 
or there is granulation tissue arising 
from the antrum, attempts at treatment 
should not be persisted in more than 
three weeks unless there is marked im- 
provement. If there is no improvement, 
it indicates that the disease is extending 
to the tympanic antrum, and the condi- 
tion is becoming that of Type 4, in which 
surgical intervention is indicated. 

C. H. CHRISTOPH (Illinois Medical 
Journal, 71:176-177, February (2861 
reports the treatment of chronic sup- 
purative otitis media with iodine powder. 
If deflected septa, sinus disease, infected 
tonsils, or adenoids are found, these are 
treated. Before beginning the powder 
treatment, the ear is thoroughly cleansed 
daily, and a wick of xeroform gauze in- 
serted after each treatment, for a week. 
The nose is treated with 2 per cent. 
cocaine or adrenalin packs, and the ear 
is inflated. Then the nose is sprayea 
with a mild antiseptic solution, and a 
solution of phenol and ephedrine, each 
0.5 per cent. in liquid albolene, is applied 
to the nasopharynx. The patient is 
given cod liver or haliver oil, iron and 
diet rich in vitamins. At the end of 
a week’s treatment, the ear will be much 
cleaner; polyps or granlation tissue may 
be removed with care. The iodine powder 
treatments are then given every three 
to four days; the nose and throat treat- 
ments are repeated each time, the 
ear secretion removed with peroxide and 
alcohol, and the ear dried. The iodine 
powder is then blown in. For the first 
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three or four weeks a 1 per cent. iodine 
powder is used, then a 2 per cent. powder. 
If the perforation in the drum is large 
the powder easily gains access to the 
middle ear. If the perforation is small a 
cannula may be used for applying the 
powder, or it may be necessary to en- 
large the opening. If the ear remains 
dry between treatments, the patient is 
instructed to leave it alone, but if it 
becomes moist, he is allowed to clean it 
with cotton and insert a few drops of 
boro-alcohol and a strip of gauze. No 
irrigation is permitted. Of 125 cases 
treated by this method, 55 have had 
dry ears from two to four years, 32 were 
improved, and 38 showed no change. 
Cases showing symptoms of cholestea- 
toma, labyrinthitis, or intracranial com- 
plications are considered operative. 
Since this treatment has been used in 
uncomplicated cases of chronic suppura- 
tive otitis, the radical mastoid operation 
in chronic otitis cases has become 
“almost a rarity” in the author’s prac- 
tice. 


COMMENT 

Anyone who states that conservative treat- 
ment should be tried in chronic suppuration 
of the ear should be listened to. Far too 
many radical operations are performed, es- 
pecially on children. If one is in a posi- 
tion to watch the patient carefully, it is 
surprising how well the ear infection can be 
cared for. Although we have tried almost 
every form of treatment, we can not agree 
that there is any particular one which will 
fit all cases. If the discharge is particularly 
odorous and there is a definite indication of 
severe necrosis, we believe that a radical mas- 
toid operation may be necessary, although 
we have cleared up some of these cases by 
curetting and closing off the Eustachian tube. 
We are decidedly against indiscriminate oper- 
ations on the nose and throat and feel sure 
that such operations seldom add to the pos- 
sibility of a successful result. 

H. H. 

Conduction Deafness: 
Statistical Observations 

A. CIOCCO (Archives of Otolaryngo- 
logy, 24:723-730, December, 1936) re- 
ports a study of 516 patients (896 ears 
tested) who heard better by bone than 
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by air conduction in one or both ears. 
The 896 ears tested are classified in 
three groups, as having “prolonged,” 
“normal,” or “shortened” bone conduc- 
tion. In the group with “shortened” 
bone conduction are included only those 
who heard the tuning fork not more than 
half as long as the examiner; the 
“normal” group, therefore, includes not 
only those who heard the fork as long 
as the examiner, but also those who are 
generally classified as having a “slightly” 
shortened bone conduction; the “pro- 
longed” bone conduction group includes 
those who heard the fork longer than 
the examiner. In the 896 ears tested, the 
bone conduction was “prolonged” in 26.7 
per cent., “normal” in 66.1 per cent., and 
“shortened” in 7.2 per cent. A study of 
the age of the patients showing these va- 
rious types of bone conduction indicated 
that the patients with “prolonged” bone 
conduction averaged about five years 
younger than those with “normal” bone 
conduction; while those with “shortened” 
bone conduction averaged about thirteen 
years older. All of the patients in this 
study showed some impairment of hear- 
ing by air conduction, but the audiograms 
showed that impairment of hearing by 
air conduction was definitely less in- the 
patients with “prolonged” and “normal” 
bone conduction than in those with 
“shortened” bone conduction. The “pro- 
longed” and “normal” bone conduction 
groups show a marked similarity in the 
distribution of the types of audiograms, 
which indicates that “prolonged” bone 
conduction time represents really the 
upper extreme of the normal. A normal 
tympanic membrane was found with 
greater relative frequency in persons 
with “prolonged” bone conduction time; 
a perforated tympanic membrane with 
relatively greater frequency in those 
with “shortened” bone conduction time. 
Satisfactory family histories were ob- 
tained in 398 patients, a family history 
of deafness was found most frequently in 
persons with “prolonged” bone conduc- 
tion (56.4 per cent.) and least frequently 
in those with “shortened” bone conduc- 
tion (37.8 per cent.); these differences, 
the author notes, are “statistically sig- 
nificant” and “indicate an association be- 
tween prolonged bone conduction and 
familial deafness.” The author considers 
that the effect of age in the acuity of 
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hearing by bone conduction is the most 
“noteworthy finding” in this investiga- 
tion. 


COMMENT 


A study such as this is exceedingly inter- 
esting from the scientific point of view but 
adds little of value, either in classification or 
treatment. 


H. H. 


Otomycosis; Effective Fungicidal 
Agents in Treatment 


R. McBURNEY and H. B. SEARCHY 
(Annals of Otology, Rhinology, and 
Laryngology, 45:988-1008, December, 
1936) report a study of the fungicidal 
action of 69 substances, alone or in com- 
bination; the bactericidal action of 38 
of these substances was also studied and 
compared with their fungicidal action. 
These studies show that thymol, 2 per 
cent., in 70 to 90 per cent. alcohol or 
combinations of thymol in alcohol with 
well established germicides, are the most 
effective fungicides against aspergilli. 
Various thymol combinations have been 
used in the treatment of 150 cases of 
otomycosis with good results. Of the 
substances used in combination with 
thymol in alcohol, cresatin, merthiolate 
solution, No. 45 (1 1,000), and a 
thymol-boric-iodine mixture have proven 
most effective. Alcohol and alcohol con- 
taining 2 per cent. salicylic acid, much 
used in the treatment of otomycosis, are 
not effective fungicides, but the alcohol 
is of value for its solvent and drying 
action; and the alcohol-salicylic acid 
mixture for the exfoliation produced. 
The author’s findings, both experimental 
and clinical, they claim, have “established 
thymol as a valuable agent in the treat- 
ment of otomycosis.” 


COMMENT 


The constant accumulaton of material in 
the auditory canal due to a fungus is some- 
thing that taxes the patience of the physician 
and the sufferer. One frequently encounters 
an eczematous condition of the canal at the 
same time. We suggest that after cleaning 
out the canal thoroughly by douching, the 
canal should be treated with pure ether. We 
have seen these accumulations disappear 
more quickly by this simple treatment than 
in any other way. 


H. H. 
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Treatment of Tinnitus Aurium by the 
Intravenous Use of Local 
Anesthetic Agents 


R. B. LEWY (Archives of Otolaryn- 
gology, 25:178-183, February 1987) re- 
ports the trial of various local anes- 
thetics given intravenously in the treat- 
ment of tinnitus aurium due to various 
causes. A dose of 7-10 cc. of a 1 per 
cent. solution of procaine hydrochloride 
or 3 c.c. of a 0.1 per cent. nupercaine 
solution caused no reactions in 50 per 
cent of patients, and only slight reactions 
in the remainder; as a rule the degree of 
reaction decreased with repeated injec- 
tions; in no case was there any appreci- 
able effect on the pulse, blood pressure, or 
respiration. A solution of quinine and 
ethyl carbonate was also tried, but found 
to produce too severe reactions in ef- 
fective doses. The intravenous injection 
of either procaine hydrochloride or 
nupercaine was found to be effective in 
relieving or reducing the intensity of the 
tinnitus in the great majority of cases 
associated with normal hearing, inner 
ear deafness, otosclerosis and mixed 
deafness. Many patients claimed to hear 
more clearly when the tinnitus was re- 
lieved, but this was not substantiated by 
whispered voice tests. The length of 
time that relief was maintained varied 
in different cases, and was impossible to 
predict. 


COMMENT 


We consider this method of treatment al- 
together too extreme and contrary to any 
proper therapeutic relationship with the 
tinnitus. We have previously stated that 
tinnitus arium is a most baffling symptom 
and that the causes are most difficult to as- 
certain but must be eliminated. 

H. H. 


Obstetrics 


The Obstetric Management 
of Prematurity 


C. H. INGRAM, Jr. (American Jour- 
nal of Obstetrics and Gynecology, 
33:80-84, January, 1937) in a study of 
premature births at the Western Pres- 
byterian Hospital, Pittsburgh, Penna., 
found that the mortality of the infants 
born alive was 53.2 per cent. Over four- 
fifths of these deaths occurred in the 
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first forty-eight hours, that is, at a time 
when “other factors than feeding and 
nursery care” must be held accountable 
for the mortality. In considering the 
causes of the prematurity in relation to 
infant mortality it was found that when 
multiple pregnancy was the cause, the 
mortality was relatively low, 30.6 per 
cent.; when maternal toxemia was the 
cause, 41.1 per cent. The highest mor- 
tality was observed in cases of pre- 
maturity due to ante-partum bleeding— 
84.6 per cent. Cerebral hemorrhage ac- 
counted for only 4.7 per cent. of the 
infant mortality; atelectasis for an equal 
number; and asphyxia for 3.2 per cent. 
In the great majority of cases death 
could be attributed only to prematurity. 
In studying the methods of delivery, it 
was found that the infant mortality was 
lowest for forceps deliveries—32.6 per 
cent. in 52 deliveries; for the spontaneous 
births (203), the mortality was 55.6 per 
cent.; the mortality in versions and 
breech deliveries was but slightly higher 
than in the spontaneous births. The 
highest mortality was observed in the 
10 cases in which Cesarean section was 
done—80 per cent of the babies died. 
As there is no birth trauma in Cesarean 
section, and as the author does not use 
morphine in the preoperative preparation 
for section, he is of the opinion that the 
factor responsible for the death of these 
infants must be the inhalation anesthesia, 
which is more prolonged for Cesarean 
section than for a forceps delivery. These 
findings indicate that at present forceps 
delivery “offers the best method for 
handling permature births.” 


COMMENT 


It is rather surprising to read that forceps 
delivery offers the best chance for the sur- 
vival of the premature infant. We had 
always supposed—and taught, that any op- 
erative delivery was distinctly bad for pre- 
mature babies. Birth trauma is distinctly 
hazardous. If forceps must be used, the 
application should be correct and traction 
deliberate. In our experience, spontaneous 
delivery has been the rule. As to Cesarean 
section—why is it necessary to ever do sec- 
tion, except perhaps for severe toxemia (pre- 
eclampsia) and/or heart disease in the pres- 
ence of prematurity? Secondary sections are 
not always indicated in the presence of pre- 
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maturity. Your commentator has never per- 
formed Cesarean section merely because of 
prematurity—twins or otherwise. He con- 
siders the risk to the mother too great for 
he chances of a “livable” child. In the 
“aged,” for special reasons, elective section 
is justifiable, purely because of prematurity. 


H. B. M. 


Etiology of Abruptio Placentae and 
Its Response to Vitamin E 


E. SHUTE (Journal of Obstetrics and 
Gynecology of the British Empire, 
44:121-129, February, 1937), in a study 
of cases of abruptio placentae, found that 
the most frequent and significant sign 
was the gradual appearance of a re- 
stricted, palm-sized area of uterine ten- 
derness, accompanied by sacral backache. 
Occasionally uterine contractions and 
hemorrhage developed. In severe cases 
the area of uterine tenderness increased 
to involve the entire uterus; and in un- 
treated cases, the usual symptoms of the 
toxemia of pregnancy appeared. Animal 
experiments have indicated that vitamin 
E deficiency with an increase of estro- 
genic substances in the blood is respon- 
sible for the occurrence of hemorrhagic 
subplacental lesions similar to placental 
separations in the human female. The 
author’s method for the determination of 
vitamin E and estrogenic hormone in the 
blood serum as previously described 
(1935 and 1936) was used in the study 
of cases showing the initial symptoms of 
abruptio placentae. In 75 per cent. of 
cases an excess of estrogenic substance 
as compared with vitamin E was dem- 
onstrated. A potent preparation of 
vitamin E was used in the treatment of 
such cases; and in almost all of them, 
the area of uterine tenderness dis- 
appeared in approximately “twenty 
hours; the sacral backache and uterine 
cramps subsided quite as rapidly;” and 
uterine bleeding, if present, was prompt- 
ly stopped. The best results were ob- 
tained in patients who showed little or no 
evidence of toxemia. In cases of true 
convulsive eclampsia, the author has 
never found evidence of imbalance be- 
tween vitamin E and estrogenic sub- 
stance. It is apparently only in cases in 
which there are symptoms of impending 
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abruptio placentae, thet this imbalance 
is demonstrable and vitamin E therapy 
is effective. 


In a later article on this subject in 
the American Journal of Obstetrics and 
Gynecology, 33:429, March, 1937, Shute 
reports that in 82 cases with symptoms 
of abruptio placentae, vitamin E de- 
ficiency was found in 78 per cent. In 
31 of these cases symptoms were of the 
“severe classical type,” and 81 per cent. 
showed vitamin E deficiency. Treatment 
with wheat germ oil (vitamin E) in 
these cases gave “very satisfactory” re- 
sults as noted in the previous article. 


COMMENT 


It is indeed true, as Shute states, that the 
early symptoms and signs of abruptio pla- 
centae are not recognized. What is the rea- 
son? The accumulated literature, including 
most text books, does not stress early symp- 
toms and signs. Such literature describes 
only the “tragic” cases. This is all wrong. 
We believe, as Shute states, that the diag- 
nosis can be made—or at least suspected, 
when only a small harmless separation has 
taken place, if we “stick on the job”, al- 
ways having in mind the possibility of this 
accident. After the diagnosis—what? We 
have not known what to do—except rest in 
bed and “watchful waiting,” but now, after 
the work of Shute and others, we shall use 
“wheat germ oil” therapy. Its action is rea- 
sonable, since we know that in abortion, for 
instance, vitamin E has considerable prophy- 
lactic and therapeutic value. The best 
source of vitamin E is, of course, wheat germ 


oil. 
H. B. M. 


Anemia in Poor Class Women 


H. W. FULLERTON (British Medical 
Journal, 2:623-526, Sept. 12, 1936), in a 
study of women of the poorest classes in 
Aberdeen, found that anemia of the type 
due to iron deficiency is of frequent oc- 
currence. The percentage of women 
with hemoglobin below 70 was higher in 
the pregnant than in the non-pregnant 
group, but the percentage of cases with 
very severe anemia (hemoglobin below 
50 per cent.) was less in the pregnant 
group. After the menopause there was 
a marked rise in the hemoglobin value. 
A study of the diet of these women 
showed a definite iron deficiency. A 
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quantitative study of the blood loss in 
pregnancy and in menstruation showed 
the iron loss in mentruation was “at 
least as great” as that due to pregnancy. 
The iron of the dietary of these women 
was thus frequently “inadequate to com- 
pensate for the iron demands of repro- 
ductive life.” These findings agree with 
those of Barer and Fowler previously 
cited in this section (See: Medical Times, 
Aug. 1936, p. 317) in regard to the im- 
portance of the blood loss in menstrua- 
tion as a cause of iron deficiency anemia, 
especially when the iron content of the 
diet is inadequate. 


COMMENT 


The diet in pregnancy has been empha- 
sized for a long time; the diet in the non- 
pregnant “bleeding” case has not—and for 
obvious reasons. However, anemia is about 
as common in the latter cases as in the for- 
mer. In the “poor class” of women, iron 
deficiency anemia is of frequent occurrence; 
likewise pregnancy and abnormal uterine 
bleeding, hence the importance of routine 
blood counts on all clinically anemic pa- 
tients—or at least hemoglobin determination 
at the first office visit. Nowadays patients 
not infrequently ask for blood examinations. 
Lay education tends to keep the doctor “on 


his toes.” 
H. B. M. 


Treatment of Uterine Bleeding 
With Snake Venom 


M. A. GOLDBERGER and S. M. 
PECK (American Journal of Obstetrics 
and Gynecology, 323:469-472, March, 
1937) report the treament of functional 
uterine bleeding with moccasin snake 
venom. In 1933 a preliminary report on 
this method of treatment was published; 
20 cases have now been treated. Pooled 
venoms, taken from several snakes, are 
employed. A 1 : 3,000 dilution of the 
venom with normal sodium chloride solu- 
tion containing 1 : 10,000 merthiolate is 
given by subcutaneous injection. The 
initial dose is 0.5 c.c., which is rapidly in- 
creased to 1 c.c. The interval between 
injections depends upon the severity of 
the bleeding; in a number of patients 
daily injections were given at first; in 
cases of severe bleeding, injections may 
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be given as often as twice daily until 
the bleeding is controlled. After the 
bleeding is controlled injections are given 
only two or three times weekly. When 
the menstrual periods become normal, 
two injections a week are given for at 
least three months. If there is any re- 
currence of menorrhagia or metrorrhagia 
after menstruation has been normal for 
several months, another course of treat- 
ment with injections of 1 c.c. two or 
three times a week is given. No general 
reactions .or toxic symptoms have been 
observed in any case. But in some cases 
hypersensitivity manifested by an ery- 
thematous swelling at the site of injec- 
tion developed usually in about ten days. 
But desensitization could be obtained by 
reducing the dosage to 0.05 of the 1 
3,000 solution, or even using small doses 
of higher dilutions (1 : 10,000 and 1 
6,000) and gradually increasing until 
the usual dose of 1 c.c. of the 1 : 3,000 
solution could be given. Of the 20 cases 
of functional uterine bleeding treated, 
good results were obtained in 17 cases. 
In 2 of the 3 cases in which results were 
not satisfactory, the patients were not 
under observation for sufficiently long 
periods and dosage was inadequate. In 
the third case the patient was under pro- 
longed treatment, and while bleeding was 
controlled to some extent, yet normal 
menstruation could net be established. 
In 5 cases of uterine bleeding due to 
fibreids, the bleeding was temporarily 
controlled by the treatment, but recurred 
when the fibroids increased in size. The 
control of the bleeding in functional 
cases, the authors believe, results from 
the action of the venom eon the uterine 
capillaries, making them “more resistant 
to hemorrhage.” 


COMMENT 


While the physiological action of thera- 
peutic doses of snake venom is not quite 
clear the fact remains that excessive func- 
tional uterine bleeding, in a certain percent- 
age of cases, can be controlled by its use. 
Theoretically the endocrines should work 
best; clinically they fall far short of what is 
expected. So what? At the moment we are 
justified in using any therapeutic agent that 
gives results. Try snake venom on your next 
bleeding case but be sure you know the 
“dosage”. 


H. B. M. 
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A New Classification of 
Pregnancy Complicated by 
Hypertension and Albuminuria 


F. S. KELLOGG and his associates at 
the Boston Lying-In Hospital (American 
Journal of Obstetrics and Gynecclogy, 
33:300-308, February, 1987) present a 
new classification of pregnancies com- 
plicated by hypertension and albuminuria 
based on their study of hospital patients 
who could be followed up after delivery. 
This classification shows two main 
groups. Group A: Those patients with 
evidence of cardiovascular or renal dis- 
eases prior to pregnancy; this evidence 
is conclusive if established before the 
patient became pregnant; presumptive if 
hypertension and/or albuminuria are 
present before the twentieth week. Group 
B: Those patients who present no con- 
clusive or presumptive evidence of car- 
diovascular or renal damage before the 
twentieth week of pregnancy; albumi- 
nuria or hypertension arising after this 
time is considered to be due to the preg- 
nant state, although there may be 
occasional exceptions to this rule. Under 
Group A, classification follows Volhard 
and Fahr’s classification of the nephrop- 
athies, with slight modification for 
better adaptation to the pregnant state, 
as follows: I. Nephropathies associated 
with arterial vascular disease, in which 
hypertension is the chief symptom and 
renal symptoms secondary. II. Inflam- 
matory nephropathies or nephritis; the 
chief symptoms are edema, albuminuria, 
hematuria and hypertension, which may 
occur together or separately. III. De- 
generative nephropathies, or nephrosis, 
characterized by edema and albuminuria 
without hypertension. Group B is classi- 
fied primarily as pre-eclampsia and 
eclampsia, but two grades of pre- 
eclampsia are recognized—Grade 1 and 
Grade 2. In Grade 1, hypertension and 
/or albuminuria occur without other 
symptoms and signs; this includes many 
cases of the so-called “low reserve 
kidney,” but the authors have found that 
patients developing these symptoms after 
the twentieth week of pregnancy “may 
rapidly, or more slowly, approach eclamp- 
sia”, which is not true of patients with 
“low reserve kidney.” In Grade 2, 
symptoms other than hypertension and 
albuminuria develop—edema, headache, 
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eye symptoms, nausea and vomiting, al- 
terations in blood chemistry, etc. Eclamp- 
sia designates those cases in which con- 
vulsions occur in addition to the other 
symptoms of Grade 2 pre-eclampsia. In a 
study of 552 pregnant patients with 
hypertension and/or albuminuria, the 
authors found 61 that belonged to 
group A, and 491 to Group B; of the 
latter 414 were classed as pre-clampsia 
of Grade 1, 65 as pre-clampsia Grade 2, 
and 12 patients developed eclampsia. In 
both groups A and B, some patients will 
show consistent hypertension with or 
without renal damage. Only by continu- 
ous study of large numbers of cases 
based on a “universal classification” can 
it be determined what patients can be 
carried through pregnancy with “fair 
prospect” of a living child, and without 
permanent vascular or renal damage. 


COMMENT 


There still exists much confusion and 
chaos in our knowledge of the toxemias of 
pregnancy. Any classification, therefore, 
which tends to clarify this state of affairs 
should be welcomed. Kellogg is evidentiy on 
the right track and we believe with further 
study such a scheme will prove to be the 
universal one. If and when such a classifica- 
tion is adopted we may “get somewhere” in 
our search for the cause of certain types of 
the toxemias of pregnancy. We need united 
effort in a common plan to reach this goal. 


H. B. M. 


Pelvic Variations in Three 
Hundred Primiparous White Women 


H. THOMS (Surgery, Gynecology and 
Obstetrics, 64:698-704, March, 1937) re- 
ports the study of 300 primiparous 
white women by his method of roent- 
genometry of the pelvis. He found that 
the brachypellic or oval pelvis, in which 
the transverse diameter is 1 to 8 centi- 
meters longer than the anteroposterior 
diameter, and which is usually considered 
the “normal female pelvis,” occurred in 
only 36 per cent.—less than half of this 
group. The mesatipellic or round pelvis, 
with the transverse diameter approxi- 
mately equal to the anteroposterior 
diameter, was of more frequent occur- 
rence—44 per cent. The dolichopellic or 
anthropoid pelvis with longer antero- 
posterior diameter was found in 16.3 per 
cent., and the flat pelvis, probably the 
result of rickets, was found in only 10 
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cases (3.3 per cent.). Only 6 Cesarean 
sections were done in the entire series, 3 
of them in the 10 cases of flat pelvis. 


Gynecology 


Artificial Menstruation 
Following Hysterectomy 


O. T. ROBERG, Jr. (Western Journal 
of Surgery, Obstetrics and Gynecology, 
45:1-11, January, 1937) reports that at 
Halban’s Clinic of the Krankenhaus 
Wieden, Vienna, where he was an assist- 
ant, transplantation of a piece of mucosa 
of the removed uterus into the vaginal 
wall or cervical stump has been done in 
24 cases after total or sub-total 
hysterectomy. The same procedure was 
carried out in 6 patients in Halban’s 
private practice. In 17 of the 24 Clinic 
cases, artificial menstruation occurred 
following operation; but in 11 of the 17 
patients symptoms of menopause de- 
veloped later; most of these patients were 
approaching the age of the normal meno- 
pause at the time of operation, but in 
only one case (age forty-six years), was 
the menopause actually “impending.” In 
7 cases there was no menstruation, but 
4 of these patients showed no meno- 
pausal symptoms. Of the 6 private cases, 
menstruation was established in 4 cases 
after operation. A study of these cases 
shows that the artificial menstruation 
thus produced has a definite psychic 
value in that many women “attach a high 
value to this function;” and it also ap- 
pears to delay the onset of menopausal 
symptoms, which occur at an earlier age 
than usual after simple hysterectomy. 
The operation has proved to be extremely 
simple and safe; only healthy uterine 
mucosa is employed for the transplant, 
and there is no more reason to fear a 
carcinomatous change in such a trans- 
plant than in uterine mucosa in situ. 
The maintenance of menstruation by a 
small portion of the uterine mucosa tends 
to support the theory that “the uterus 
plays an important primary rdéle im the 
function of menstruation.” 


COMMENT 


Transplantation of a piece of uterine 
mucosa in the vagina or stump of cervix fol- 
lowing hysterectomy does not seem to be 
justified. Similarly, transplantation of ova- 
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rian tissue after hysterectomy has not been 
very satisfactory. “Mere man” cannot long 
prolong the ae, At best, any trans- 
plantation procedure can only “stave off” 
symptoms of the menopause for a short time 
—in our experience from a few months to 
2 years, and hence we do not believe such 
procedures are worth while, except in the 
occasional case. The prompt administration 
of indicated endocrines does much to ame- 
liorate the symptoms of the menopause—with 


much more success here than elsewhere. 
H. B. M. 


Infiltration Anesthesia in 
Vaginal and Plastic Operations 


H. B. MATTHEWS and V. P. MAZ- 
ZOLA (New York State Journal . of 
Medicine, 37:1-9, Jan. 1, 1987) report 
that at the Department of Obstetrics and 
Gynecology at the Long Island College 
Hospital, Brooklyn, N. Y., 4,017 vaginal 
plastic operations were done between 
1925 and 1935; nitrous oxide narcosis 
was used in 70.9 per cent. of these opera- 
tions (2,849). Local infiltration anes- 
thesia with novocain was employed in 
443 cases (780 operations). When this 
form of anesthesia is used, the patient is 
given one veronal tablet the evening 
before operation; in the morning, % 
grain of morphine and 1/200 grain of 
scopolamine is given two hours before 
operation and 1/6 or % grain of mor- 
phine and 1/200 grain of scopolamine 
half an hour before operation; in some 
cases the second dose of morphine may 
be omitted and the scopolamine given 
alone. For local infiltration, to each ounce 
of a 1 per cent. novocain solution, 2 
drops of 11,000 epinephrin are added. 
The technique of infiltration varies ac- 
cording to the operation to be performed. 
The technique is described for operations 
on the external vaginal outlet, on the 
perineum and posterior vaginal wall, and 
on the anterior vaginal wall, for cervix 
operations, for vaginal hysterectomy, in- 
terposition and a Fothergill operation, 
vaginal hysterotomy, vesicovaginal fis- 
tula, rectovaginal fistula, the Le Fort 
operation for prolapse, and for the 
anesthetization of the female urethra and 
the removal of caruncles. Infiltration 
anesthesia was used most frequently in 
operations on the anterior wall of the 
vagina and on the cervix. In 310 of the 
443 cases (70 per cent) in which this 
type of anesthesia was employed, the 
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entire operation was carried out without 
causing the slightest sensation of “dis- 
comfort” to the patient; in 125 cases, or 
28.2 per cent., the patient complained of 
some pain; but no general anesthetic was 
necessary; supplementary general nar- 
cosis was used in only 8 cases. Local 
infiltration anesthesia was found to have 
definite advantages: There were no 
deaths in the series; bleeding was much 
diminished; the injected fluid in the 
tissues made dissection and approxima- 
tion of tissues easier; there was no need 
for haste; operation could be done in 
poor surgical risks and in aged women 
without danger of added shock from in- 
halation anesthesia. Patients with high 
blood pressure were operated on without 
causing a rise in blood pressure (adren- 
alin being omitted from the anesthetic 
solution in these cases). Post-operative 
pain, nausea and vomiting were not ob- 
served, and fluids could be given by 
mouth soon after operation. Post- 
operative respiratory complications, 
cystitis and embolus did not occur in this 
series. The method has limitations, how- 
ever; some patients are too nervous and 
restless for this type of anesthesia even 
with the preliminary “twilight sleep.” 
The method cannot be used for patients 
who show idiosyncrasy to morphine, 
scopolamine or novocain. The operating 
time is prolonged by a quarter to half 
an hour, and it is often necessary to 
supplement the injections. One of the 
greatest dangers of the method is that 
the- needle will enter a blood vessel and 
the novocain solution be thrown into the 
circulation, causing collapse. This oc- 
curred in 2 of the authors’ patients, but 
both rallied under treatment with intrav- 
enous glucose and the Trendelenburg 
position, and had good postoperative 
recoveries. This accident is best avoided 
by withdrawing the piston at intervals to 
see if the needle point is in a blood vessel 
and by giving the injection slowly with 
the needle in motion. 


COMMENT 


Local anesthesia for vaginal plastic oper- 
ations should be universally employed. “Prac- 
tice makes perfect” is true here as elsewhere 
in surgery. With experience and perfection 
of technic it is surprising how well local 
anesthesia works in plastic pelvic surgery. 
Try it—your patients will be grateful, since 


the “shock”, followed by nausea and vomit- 
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ing, that usually follows general anesthesia, 
is entirely absent when local infiltration is 
employed. As a consequence, convalescence 
is smooth and healing is just as good. For 
obvious reasons, there will be a small per- 
centage of cases in which local anesthesia 


cannot be used. 
H. B. M. 


Evaluation of Salpingostomy and 
Tubal Implantation for the 
Treatment of Sterility 


J. P. GREENHILL (American Jour- 
nal of Obstetrics and Gynecology, 33:39- 
51, January, 1937) presents a review of 
literature on salpingostomy and tubal 
implanation for the treatment of ster- 
ility. He also presents the results of a 
questionnaire sent to American gynecolo- 
gists and obstetricians in regard to the 
use of these operations in their practice, 
to which he received 107 replies. Of 
these 107 specialists, 53 (or 50 per cent.) 
had never performed the operation of 
salpingostomy; and 88 (or 82.2 per cent.) 
had never performed tubal implantation. 
More than one-half of the 107 who re- 
plied (60) were definitely opposed to 
salpingostomy or tubal implantation for 
the treatment of sterility; about one- 
fifth were distinctly in favor of the 
operations; and another one-seventh con- 
sidered them of value occasionally. An 
analysis of about 818 operations reported 
in the questionnaire shows that 54 preg- 
nancies resulted (6.6 per cent.), but only 
36 babies were born alive, giving only 
4.4 per cent. successful results; 10 of the 
54 pregnancies ended in abortion, and 8 
were ectopic. Careful selection of cases 
and improved technique in performing 
the operation, the author concludes, “will 
most likely yield a larger incidence of 
live children.” 


COMMENT 


Motherhood is the cherished hope of every 
woman. Consequently there comes ¢ time in 
most women’s married life when sterility is a 
serious problem. When all other forms of 
treatment have failed salpingostomy and/or 
tubal implantation is certainly justified, even 
though there is only a 3 per cent to 5 per 
cent chance of pregnancy. Success means 
much happiness; failere some consolation, in- 
asmuch as certainty is always preferable to 
uncertainty. On unquestioned confirmation 
of absolute sterility, many couples will adopt 
a child—never before!—and live happy ever 


after. 
H. B. M. 
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Prolan and Estrin in the Serum 
and Urine of Diabetic and Non- 
Diabetic Women During Pregnancy 


O. W. SMITH and G. Van S. SMITH 
(American Journal of Obstetrics and 
Gynecology, 323:365-379, March 1987) 
report serial determinations of prolan 
and estrin in blood serum and urine dur- 
ing pregnancy in 27 pregnant women, of 
whom 11 were diabetic; in 17 of these 
patients, including 5 diabetics, preg- 
nancy was normal, and normal living 
infants were delivered; 6 patients, 4 of 
them diabetic, developed pre-eciamptic 
toxemia; in 4 cases of which 2 were 
diabetics, the pregnancy was not entirely 
normal, but no frankly toxemic symptoms 
developed. In the 12 non-diabetic women 
with normal pregnancies, the prolan in 
both urine and serum reached its peak at 
approximately two months; by the be- 
ginning of the fourth month of preg- 
nancy, this hormone reached a lower and 
fairly constant level; coincidentally an 
increase in the estrin of both blood and 
urine began; the highest values for 
estrin were obtained in the last trimester. 
In the 5 diabetic women with normal 
pregnancies, the values for prolan and 
estrin were similar, but there was a 
tendency to a later increase in estrin and 
a less constant level of prolan; this 
tendency suggests that the high incidence 
of toxemia in diabetic pregnancies may 
be “linked with a prolan-estrin imbalance 
that approaches the toxemic borderline.” 
In the 6 cases of late pregnancy toxemia, 
including 4 diabetics, the prolan values 
were high and the estrin values low in 
the latter part of pregnancy, and the 
abnormal rise in the serum prolan pre- 
ceded the appearance of clinical symp- 
toms by at least six months. This agrees 
with the authors’ findings in a previous 
series of cases of late pregnancy toxemia. 
In 4 cases, including 2 diabetics, high 
serum prolan was noted at five to seven 
months; one of these women ( a diabetic) 
had a premature delivery at seven and a 
half months; the other 3 showed a 
marked rise in estrin and a decrease in 
prolan during the last trimester, and 
only very mild toxic symptoms developed. 
Of the 11 diabetic patients, 4 either had 
stillbirths or were delivered of edematous 
giant infants; all these women showed 
definite prolan-estrin imbalance at five to 
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seven months; 2 of the diabetic patients 
who showed excessive prolan and devel- 
oped symptoms of toxemia were delivered 
by Cesarean section at seven and a half 
months; the infants were living and 
normal. All the 5 diabetic women with 
normal values for prolan and estrin were 
delivered of normal, living infants, 4 of 
them by Cesarean section in the eighth 
month. 
COMMENT 


The endocrine glands are still pretty much 





Plans for Spring Outing of the Asso- 
ciated Physicians of Long Island to be 
held in Glen Cove Tuesday, June 15th, 
1937 


T HE Associated Physicians of Long 
Island will hold their June Outing and 
scientific meeting on Tuesday, June 15th, 
in Glen Cove, Long Island. This outing 
will follow custom and feature recreation 
of all kinds. Golf, tennis and swimming 
facilities will be available. The scien- 
tific session will be provided by the staff 
of North Country Community Hospital 
in Glen Cove during the afternoon from 
3 to 5 o'clock. An opportunity will be 
afforded prior to the scientific session to 
inspect the hospital. 

The dinner will be held in the Nassau 
Country Club in Glen Cove at 6:30 P.M. 

Another interesting and delightful get- 
together is anticipated. 


PUT THE DATE UPON YOUR CALENDAR 
NOW! 
A. B® & & 
June 15th. 


* 
COMMITTEES FOR 1937 
Scientific Committee 


Harold R. Merwarth. M. D., 30 Eighth 
Avenue, Brooklyn. N. Y., Chairman; 
John L. Sengstack, M. D., 298 Main 
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of a dilemma to the physiologist. Clinically, 
much has been done to clear the “fog”; 
much more remains to be done before we 
have definite and indisputable evidence of 
the “how” and the “why” of the internal 
secretions. The work of the Smiths in rela- 
tion to the prolan-estrin imbalance in dia- 
betes is an example of the significance of 
“more and better research”. Some day we 
may find that the endocrines play a far more 
important role in the causation of disease 
than has been thought. Research must be 


encouraged! 
H. B. M. 
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N. Y.; Kenneth T. Young, M. D., Rock- 
ville Centre, N. Y.; L. A. Newman, 
M. D., Port Washington, N. Y.; Julius 
C. Felicetti, M. D., Hempstead, N. Y.; 
Harry E. Stevens, M. D., Southhold, N. 
Y.; Cyril E. Drysdale, M. D., Northport, 
N. Y.; Vincent J. McAuliffe, M. D., Hunt- 
ington, N. Y. 
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Legal Committee 


William E. Butler, M. D., 44 Court 
Street, Brooklyn, N. Y., Chairman. 


Historical Committee 

Joshua M. Van Cott, M. D., 160 Henry 
Street, Brooklyn, N. Y., Chairman; Don- 
ald E. McKenna, M. D., 80 Hanson Place, 
Brooklyn, N. Y.; Harry P. Mencken, M. 
D., 3640 Bowne Street, Flushing, N. Y.; 
William J. Malcolm, M. D., Jericho, N. 
Y.; George T. McMurray, M. D., Farm- 
ingdale, N. Y.; Louis F. Garben, M. D., 
584 Main Street, Islip, N. Y. 


Public Health Committee 

Arthur D. Jaques, M. D., 248 Atlantic 
Avenue, Llybrook, N. Y., Chairman; Al- 
fred E. Shipley, M. D., 665 St. Marks 
Avenue, Brooklyn, N. Y.; James R. Reul- 
ing, M. D., 217-07 40th Avenue, Bayside, 
N. Y.; Harold A. Butman, M. D., Man- 
hasset, N. Y.; James S. Conant, M. D., 
Holtsville, N. Y. 


CLINICAL NOTES 


—Concluded from page 251 





of monocytic leukemia was made. She 
was placed upon capsules containing ten 
grains of citrate of iron, two after each 
meal, and referred to Dr. J. M. Steiner 
of the Doctors’ Hospital for x-ray treat- 
ments, which were the following: 
6/ 1/36 spleen and ribs 
anterior .... 
6/ 9/36 posterior spleen 
6/17/36 anterior spleen 


6/22/36 posterior spleen 
7/15/36 anterior spleen 


6 min, 
3 min. 
3 min, 
3 min, 
3 min, 


156 Roentgen units 
78 Roentgen units 
78 Roentgen units 
78 Roentgen units 
78 Roentgen units 

Total anterior 312 R. units; total pos- 
terior 156 R. units; 192 K. V., 8 Ma., 50 
cm. distance, filter 1 alum, 2 copper, 15 
< 15 Cone. 

Two x-ray treatments were given dur- 
ing ten days. After the second one 
the W.B.C.’s were 4,400 and after the 
third the W.B.C.’s were 3,800 and the 
polynuclears 72 per cent, small lympho- 
cytes 18 per cent, large lymphocytes 7 
per cent, and 1 per cent each transi- 
tionals, eosinophiles and basophiles. The 
spleen had reduced two-thirds in size, 
and although no x-ray treatments had 
been given to the cervical glands, the 
swelling of the neck had disappeared 
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Entertainment Committee 


Edwin J. Grace, M. D., 121 Ft. Greene 


Place, Brooklyn, N. Y., Chairman; 
Charles C. Murphy, M. D., Amityville, 
N. Y.; Herbert C. Fett, M. D., 54 Eighth 
Avenue, Brooklyn, N. Y.; Thomas B. 
Wood, M. D., 878 Park Place, Brooklyn, 
N. Y.; Harold W. Draffen, M. D., 8815 
164th Street, Jamaica, N. Y.; Martin L. 
Sowers, M. D., 1502 Mott Avenue, Far 
Rockaway, N. Y.; Henry C. Eichacker, 
M. D., 60-21 Putnam Avenue, Ridge- 
wood, N. Y.; Roy D. Grimmer, M. D., 
Hempstead, N. Y.; Louis A. Van Kleeck, 
M. D., Manhasset, N. Y.; E. N. Whit- 
comb, M. D., Port Washington, N. Y.; 
Everett C. Jessup, M. D., Warner Ave- 
nue, Rosyln, N. Y.; Richard Derby, M. 
D., Oyster Bay, N. Y.; Albert M. Bell, 
M. D., Sea Cliff, N. Y.; John B. Healy, 
M. D., 163 Fire Island Avenue, Babylon, 
N. Y.; Paul Nugent, M. D., Easthamp- 
ton, N. Y. 


and the cervical glands were hardly pal- 
pable, this being the fact with the other 
superficial glands in the body. At the 
time of the last treatment (six weeks 
from the first one), the spleen was 
barely palpable, the blood examination 
being R.B.C.’s 4,900,000, Hb. 91 per cent, 
W.B.C.’s 7,100 and the differential count 
normal. In addition there was a com- 
plete subsidence of the symptoms of 
weakness, flushes, and cardiac pain, and 
she felt perfectly well. 

The case is reported as a striking re- 
sult from x-ray treatment. The future 
of it, of course, is very much in doubt, 
with a strong probability of the resump- 
tion of the symptoms of the disease. The 
patient was last seen on Nov. 23, ’36, 
had been well and then felt quite well, 
spleen barely palpable and_ superficial 
glands not so palpable, blood count nor- 
mal, patient having gained 16 pounds 
in weight. 


121 East 71st STREET. 





WOUND INFECTION 


Every wound not made with surgical 
intent is already infected and should be 
so regarded and treated. 


—JOHN J. MOORHEAD, Southern Surgery. 
MEDICAL TIMES @ MAY, 1937 
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Classical Quotations 


@ There is one malady which I have in five cases seen coincident 
with what appeared to be enlargement of the heart, and which, 
so far as I know, has not been noticed, in that connection, by 
medical writers: This malady to which I allude is enlargement 
of the thyroid-gland. 


Caleb Hillier Parry 
(1755-1822). Collections from the Unpublished 
Writings of the Late C. H. Parry, London, 1825. 





s Zweeuenwnww ss ¢ 


a a; ae =r oF 


— tt =e 

















1755~ 1822 4 





A New Monograph on Nephritis 


BRIGHT’S DISEASE AND ARTERIAL HY- 
PERTENSION. By Willard J. Stone, M.D. 
Philadelphia, W. . Saunders Company, [c. 
1936]. 352 pages, illustrated. 8vo. Cloth, 
$5.00. 


@ In this 352 page monograph W. J. 
Stone of Pasadena presents an interest- 
ingly arranged study of Bright’s disease, 
with a short protocol of 123 autopsies. 
The opening chapter “Historical Se- 
quences” in unique, giving brief bio- 
graphic accounts of those physicians 
whose contributions in nephritis have 
done so much to clarify the subject. 
Then follow chapters on Classification, 
including his. own, Physiology, Water 
Balance, Edema, Renal Function, Aci- 
dosis and Alkalosis, Uremia, Bio- 
chemistry, and detailed description of the 
divisions of his classification. Of classi- 
fications we have many. This one of 
Stone’s is simple, as follows: 
I Acute Bright’s 
1. Hemorrhagic (focal, embolic, or 
diffuse) 
2. Degenerative 
II Chronic Bright’s 
1. Arteriosclerotic with Primary 
Hypertension (latent, or active) 
2. Hemorrhagic with Secondary 
Hypertension 
3. Degenerative without Hyperten- 
sion (lipoid, or amyloid) 
The antecedent history, as always, is 
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necessary in the given case before it can 
be classified. 

The volume is well printed, and the 
references are a joy to the student in- 
terested in dates and priorities. 

FRANK BETHEL CROSS. 


Third Edition of Bridges’ Dietetics 

DIETETICS FOR THE CLINICIAN. By Mil- 

ton A. Bridges, M.D. Third edition. Philadel. 

phia, Lea & Febiger, [c. 1937]. 1055 pages. 

8vo. Cloth, $10.00, 
@ The third edition of this reference 
work is similar to the second, covering as 
it does in alphabetical order numerous 
pathological states with concise sug- 
gestions as to the dietetic management 
of each. There is appended some two 
hundred pages of fuel values of food- 
stuffs together with partition into the 
carbohydrate, protein, and fat content of 
average portions as well as the percent- 
age composition of each moiety. This 
appendage represents a tremendous labor 
and probably constitutes the more useful 
portion of the book. 

It is regrettable that the author is 
somewhat archaic in certain important 
fields. For example, the dietary care of 


diabetes mellitus is rather weak. Diets 
suggested tend to be rather higher in fat 
than most patients on the higher carbo- 
hydrate regimens will tolerate. (The high 
carbohydrate-low fat regimen of Rabino- 
witch and others is not even considered in 
this section.) 


Weighing of foods is still 
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imposed upon the poor harassed diabetic 
for the purpose of pseudo exactness and 
“discipline of the patient.” The reviewer 
takes exception to the statement: “These 
(vitamin and mineral requirements) are 
fully met in any average diabetic diet 
and thus do not require special elabora- 
tion.” Let the author review his own 
diets on page 356 to see that this is not 
valid. 
GEORGE E. ANDERSON. 


Tenth Edition of Savill’s Practice 


A SYSTEM OF CLINICAL MEDICINE 
DEALING | WITH THE DIAGNOSIS, PROG- 
NOSIS AND ATMENT OF DISEASE 
FOR ST SDENTS. AND PRACTITIONERS. 
By Thomas Dixon 
Agnes Savill, M.D., 
Tenth edition. Baltimore, 
Company, ‘fc. —. 1114 pages, 
8vo. Cloth, $9. 

@ This volume —s the tenth edition 

since its first appearance in 1905, 

The author adequately describes its 
scope. He states, “It was at the Pad- 
dington Workhouse and Infirmary that 
the idea of this work was conceived, its 
foundations laid, and the chief part of 
its ‘skeleton’ constructed. It would be 
hard to conceive ‘circumstances better 
suited to the task, for our great poor-law 
infirmaries contain, as all the world now 
knows, a vast and almost unexplored 
field of every possible variety of disease, 
which can be studied from day to day 
from the beginning to the end of its 
course.” 

In this new edition, the author was 
aided by seventeen collaborators, well 
known in their respective fields. 

This edition has been thoroughly re- 
vised and a number of new sections added 
to keep the work abreast of the develop- 
ments in modern medicine. 

The entire book arrangement has fol- 
lowed the lines laid down by Doctor 
Savill; the presentation of symptoms 
investigation of the physical findings, and 
analysis of the routine procedures. 

HENRY M. FEINBLATT. 


iljustrated. 


Yourng’s Anatomy Revised 


HANDBOOK OF ANATOMY. Being a Com- 
plete Manual of Anatomy. By Jomes . Young, 
M. Revised by George . Miller, MD. 
Eighth _ revised ition. iladelphia, F. A. 
Davis Company, [c. of 460 pages, illus- 
trated. 8vo. Cloth, 


@ This is the oh edition of this very 
complete handbook. The material it con- 
tains is compressed into a relatively small 
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space without sacrificing accuracy, 
thoroughness and description. The print- 
ing is of good size and clear. The draw- 
ings, diagrams and tables are useful and 
instructive, especially those relating to 
the nervous system. The nomenclature 
(B N A) has been brought up to date. 
WALTER SCHMITT. 


Albrecht von Haller 
A DISSERTATION ON THE SENSIBLE 


AND IRRITABLE PARTS OF ANIMALS. 
By Albrecht von Haller. (London, J. Nourse, 


1755]. Introduction by Owsei Temkin. Balti- 
more, The Johns Hopkins Press, [c. 1936]. 
49 pages. 4to. Paper, $1.00 


@ This book of 49 pages consists of a 
reprint of von Haller’s famous disserta- 
tion, with his portrait, reproduced from 
the oil painting by Freudenburger, and 
an introduction by Owsei Temkin, who 
states that “In 1755 the Swiss physician, 
and Haller’s friend, Simon André Tissot 
(1728-1797) published a French transla- 
tion [from the Latin] of Haller’s 
emended text .... The anonymous Eng- 
lish translation which appeared in the 
same year is obviously based on the 
French edition of Tissot.” The English 
translation is very quaint, the original 
orthography having been preserved. It 
is a fascinating exemplar of the work of 
one of the greatest physiologists of all 
time, whose industry is phenomenal. His 
scientific papers alone reached the num- 
ber of 13,000. This is a gem for the shelf 
of every lover of the history of medicine. 
J. M. VAN Cort. 


Second Edition of White 


HEART DISEASE. By Paul Dudley White. 
M.D. Second edition. New York, Macmillan 
Company, [c. 1937]. 744 pages, illustrated 
8vo. Cloth, $7.50. 

@ White’s well known book on the heart 

has been extensively revised, cut down by 

two hundred pages, and reduced to $7.50 
in price. It has also been somewhat re- 
arranged so that it is easier for the 
reader to find what he may be looking 
for. Those who are familiar with the 
first edition will recall that it is almost 
encyclopedic in its scope. The revision is 
decidedly less so but still contains much 
information that is important to the 
serious student of cardiology, that is 
lacking in such fine introductory works 
as the two velumes recently written by 

Lewis and by Levine. The beginner will 

more readily achieve a real clinical con- 
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ception of the various types of hea 


background and details. 
advanced student of cardiology there i 


no single volume to compare with it, | 
he will need the second edition if he 
He would! 
better keep his first edition, too, for cer } 
tain features that were omitted in thd 


wishes to keep up to date. 


revision. 
TASKER HOWARD. 


A New Abdominal Surgery 


THE SURGICAL TECHNIC or ABDOMINAL 
OPERATIONS. By Julius L. Spivack, M.D. 
Chicago, S. B. Debour, [c. 1936]. 718 pages, 
illustrated. 4to. Cloth, $10.00. 


@ This is an impressive volume of seven 
hundred odd pages devoted to the descrip- 
tions of abdominal operations. 

The text is very profusely and well 
illustrated with almost a_ thousand, 
mostly original, pictures. Each chapter, 
of which there are twenty-four, is fol- 
lowed by a rather extensive bibliography, 
which, in the opinion of the reviewer, is 
superfluous in a book of this nature. The 
text is systematized very satisfactorily, 
though it seems superfluous in our opin- 
ion to have to read through the descrip- 
tions of a large number of operations 
only to find in the concluding sentence of 
the paragraph that this particular opera- 
tion is obsolete. The use of heavy print 
to emphasize convictions of the author is 
annoying. 

As a text book for operative surgery’ 
of the abdomen for the younger surgeon, 
the book is most admirably adapted. 
Not enough praise can be extended to the 
publishers for the wonderful appearance 
of the book, including paper, print, and 
illustrations. 

GEORGE WEBB. 


The Dust Hazard in Industry 


INDUSTRIAL DUST. Hygienic Significance, 
Measurement and Control. $s Philip Drinker, 
S. B. & Theodore Hatch, B.S. _ First edition. 
New York, McGraw-Hill ‘Book Company, 
) feet. 316 pages, illustrated. 8vo. 


Inc., 
Cloth, 


e The physician has always recognized 
that in industrial life, dust is probably 
the most important etiological factor, in 
the cause of disease, but the study of the 
problem has usually been carried on by 
others than the medical profession. 

Two members of the engineering pro- 
fession have just published a book on in- 
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dustrial dust which represents the result 
of intensive study and field work. In the 
preparation of the work the authors have 
had in mind a desire to provide material 
which would be of assistance to the 
hysician interested in the study and 
control of pneumoconiosis. 

Physicians, whether engaged in the 
ractice of general or industrial medi- 
‘cine, must know more about dust than 
pathological findings due to its action, if 
|; they desire to be in a position to practice 
jpreventive, as well as curative medicine. 
The authors have incorporated materia! 
in this work to supply that information. 

While the book is essentially a techni- 
cal work, the reader who is not an en- 
gineer, but is familiar with the problems 
of industrial dust, will recognize the 
value of this volume. 

The text is not limited to the engineer- 
ing principles related to the study and 
treatment of problems of dust control, 
and removal, but discusses the subjects 
of the physical properties of dust, fumes 
and mists, the effects of dusts and fumes 
upon man, the factors in silicosis, asbes- 
tiosis, toxic dusts, metal fume fever in 
connection with welding, permissible 
dustiness, control of dust hazard, dust 
respirators and air masks, and in addi- 
tion, an excellent bibliography has been 
included. 

The physician connected with indus- 
trial life, in order to be successful, must 
be in a position to do more than make 
physical examinations, and render treat- 
ment for injury or illness. He should 
be able to make recommendations as to 
preventive measures to be undertaken, 
and where the problem is one related to 
dust, this work will be found very use- 
ful. 

The authors are well qualified to write 
upon various subjects presented, and the 
work contains information of value to 
those engaged in public health work, more 
especially the physician engaged in, the 
practice of industrial medicine, and 
should be included in the physician's 
library of reference books. 

C. T. GRAHAM-ROGERS. 


A Russian Work on Malignancy 


CARCINOMA OF THE: FEMALE GENITAL 
ANS. By M. C. Malinowsky and E. 
pms Translated from the Russian by A. 
hwartzmann, M.D. Boston, Bruce Humphries, 
Inc., [c. 1936]. 255 pages, illustrated. 8vo. 
Cloth, $5.00. 
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@ Carcinoma of the female sexual sphere, 


as it is called by the several Russian 
authors who have contributed to this 
work, is discussed in ways very much dif- 
ferent from our method. The question is 
considered on the bases of large personal 
experience and literature data (even the 
newest), yet absolutely no attention has 
been paid to our fine American expe- 
rience,—Ries and Kelly are the only two 
Americans mentioned. Our English 
cousins fare badly too, only Bland-Sutton 
appearing as a reference. There is no 
index and bibliographies are very 
limited; no doubt it has suffered in trans- 
lation. 

The book is interesting, however. The 
etiology of Krukenberg tumor is ex- 
haustively discussed. The technique of 
radical vaginal and abdominal extirpa- 
tion of the uterus is thoroughly described 
and well illustrated. Zweifel considers 
post-coital hemorrhage one of the earliest 
signs of carcinoma, and has obtained a 
permanent cure in 87.3 percent of the 
cases operated upon by him on this basis. 
Tichov, extending the Wertheim opera- 
tion to the extent of removing of the 
bladder and implanting ureters into the 
rectum in 42 cases, reported 40 percent 
mortality. Cases are classified as oper- 
able, borderline, inoperable, hopeless and 
recurrent; surgical and “radiant energy” 
rates for carcinoma of the cervix are 
compared in these groups as (1) 35 to 
41%, (2) 5 and 26% (3) 0 and 10% 
(4) 0 and 0.3%. The combined form of 
“roentgen-radio” therapy is at present 
the most popular form of treatment of 
uterine carcinoma, x-ray being used one 
or more days after the radium treatment. 

CHARLES A. GORDON. 


Popular Presentation of Venereal Disease 
ON YOUR GUARD! The Prevention and Treat- 

ment of Sex Diseases. By Carl Warren, B.A. 

New York, Emerson Books, Inc., [c. 1937]. 

160 pages, illustrated. 12mo., Cloth, $1.00. 
@ The medical reader will be pleased 
with this book. It is not only a popular, 
yet accurate, treatise on the subject of 
venereal diseases, namely gonorrhea and 
syphilis, but it also contains complete and 
reliable information on prophylaxis. In 
the present fight against these diseases 
this is probably the most promising ap- 
proach and yet not much has been done 
along this line. The author is to be 
praised for having discussed prophylactic 


272 





technique with such frankness and such 
lucidity. 

The book should find its way into the 
hands of adolescents. The knowledge 
which they will gain from it will be in- 
estimable. The fear that its reading will 
make for promiscuity is, we think, un- 
warranted; the clinical aspects of these 
diseases as given in the book will be 
counterbalanced. 

H. L. WEHRBEIN. 


Physiotherapy of the Ear 
PHYSICAL THERAPEUTIC METHODS IN 

OTOLARYNGOLOGY. By Abraham R. Hol 

lender, M.D. St. Louis, The C. V. Mosby 

Company, [c. 1937]. 442 pages, illustrated. 

8vo. Cloth, $5.00. 

@ This manual on physical therapy in 
otolaryngology contains 397 pages of 
text, of which the first 150 are utilized 
for explaining the fundamentals of var- 
ious currents, diathermy, ionization, 
phototherapy, ultra violet radiation, 
x-ray and radium. This constitutes a 
valuable section of the book. The re- 
mainder of the book deals with clinical 
application of these agents. 

There is much to commend in this 
treatise, particularly the sections dealing 
with acute sinusitis, laryngeal tubercu- 
losis, hearing aids and malignant neo- 
plasms. The author would have greatly 
increased the value of his discussion of 
such controversial subjects as electro- 
surgical tonsillectomy and ionization in 
vasomotor rhinitis if he had included 
some of the references to good articles 
which are not favorable. Electrosurgical 
tonsillectomy is fast losing the popularity 
it once enjoyed, and ionization has not 
proven the valuable aid we had hoped it 
would be. 

This book should prove a welcome addi- 
tion to any medical library, and par- 
ticularly to that of the otolaryngologist. 

MERVIN C. MYERSON. 


For the Student of Child Psychology 


CLINICAL PSYCHOLOGY. A Handbook of 
Children’s Behavior Problems. By C. M 


Louttit. New York, Harper & Brothers, [c. 
Cloth, 


1936]. 695 pages, illustrated. 8vo. 
$3.50. 


@ As the name indicates, this book is a 
presentation of one of the phases of psy- 
chology. It aims to present a field where- 
in the psychoclinician may find a place. 
The book is divided into 4 parts; the first 
dealing with psychological methods with 
particular reference to psychometrics. 
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school retardation and specific disabilities 
in school subjects. Part 3 deals with be- 
havior problems and the last portion of 
the book is devoted to problems correlated 
with organic disabilities. 

The subject matter is presented with 
careful attention to detail. With each 
problem the author has offered, in an 
unbiased manner, various opposing 
theories with respect to cause and solu- 
tion. This is particularly demonstrated 
in the chapter on speech defects. The 
chapters on the methods used for testing 
children and on educational abilities and 
disabilities are also well presented. Par- 
ticularly of value is an extensive bibliog- 
raphy. 

One might question whether the subject 
material in its entirety should come under 
the realm of clinical psychology. To the 
reviewer it would seem that a good por- 
tion of this work might better be left in 
the hands of the medical profession for 
diagnosis and treatment. 

STANLEY S. LAMM. 

Second Edition of Topley & Wilson’s 

teriology 


THE PRINGLE OF BACTERIOLOGY 
AND ag TY. By W. W. C. Topley, 
M.D., and G. S. M Wilson M.D. Second edition. 
Baltimore, William Wood & Company. [c. 
13398 1645 pages, illustrated. 4to. Cloth, 


@ There has been, in the past seven years, 
a rapid and significant advance in the 
science of bacteriology. Until this edition 
appeared there has not been available a 
text, in English, that dealt adequately, 
and brought up to date problems as- 
sociated with systematic bacteriology, in- 
fection and immunity, and the application 
of bacteriology to medicine and hygiene. 
Sections devoted to immunity, viruses 
and virus diseases are particularly well 
written. The chapter on bacteriophage is 
the most comprehensive and illuminating 
that has come to the attention of this 
reviewer. 

There is as yet no evidence that the 
English authors are willing to accede to 
the American classificationists with re- 
gard to placing the pneumococci apart 
from the streptococci. However, such 
differences, dealing with classification, 
are not too important and do not detract 
from the value of the book. As the knowl- 
edge of bacteria and bacterial variation 
increases, it becomes more and -more evi- 
dent that it is difficult to adopt any rigid 
scheme of bacterial classification. 


MEDICAL TIMES @ MAY, 1937 


This text cannot be recommended too 
highly to those medical students who de- 
sire a broad comprehensive association 
with the many fields included under the 
subject of bacteriology. One of the out- 
standing features of this book is the rela- 
tive completeness of the subject matter, 
few statements being made without the 
incorporation of the relevant experi- 
mental background. It is an excellent text 
from which to teach. In this reviewer’s 
opinion it is the best text on bacteriology 
that is available. 

A large volume of 1645 pages it in- 
corporates the two volumes of the first 
edition and a great deal of Topley’s Out- 
line of Immunity. The only objection to 
the book is the weight. No single text of 
some seven pounds is a comfortable pack- 
age to tote. 

Morris L. RAKIETEN. 


Two New Volumes of International Clinics 


INTERNATIONAL CLINICS. A Quarterly of 
Illustrated Clinical Lectures and Especially Pre- 
ared Orig inal Articles on Treatment, Medicine, 
on, Neurology, etc. Edited by Louis Ham- 
man, M.D. Volume 3, 46th Series, 1936. Phila- 
delphia, J. B. Lippincott Company, {c. 1936]. 
339 pages, illustrated. 8vo. Cloth, $3.00, 


@ Among the articles in the surgical sec- 
tion of this volume are those on Malig- 
nant Melanoma, Pilonidal Sinus and 
Acute Subdeltoid Bursitis. 

The article on Epidural Spinal Abscess 
with Paraplegia, with a report of three 
cases, describes an unusual condition 
known by various names and easily over- 
looked. Among other interesting articles 


‘are those on Undulant Fever by H. M. 


Winans and one on Spontaneous Hypo- 
glycemia by R. M. Wilder. 


Volume 4, 46th Series, 1936. Philadelphia, J. B. 
Lippincott Company, [c. 1936]. 352 pages, illus- 
trated. 8vo. loth, $3.00. 

@ Gastroscopy is described in an extend- 

ed well illustrated article with a full bib- 

liography, by Jacob Schloss. C. S. Keefer 
reports a case of postoperative myxedema 
with hypercholesteremia, attacks of 
angina pectoris, biliary cirrhosis with 
jaundice, hepatomegaly, esophageal 
varices and anemia. The influence of the 
hypercholesterinemia upon the other con- 
ditions is presented. There is a discus- 
sion of nutritional edema and one of the 
best articles is that on the Medical Aspect 
and Treatment of Chronic Gall Bladder 

Disease by George M. Piersol. 

WILLIAM E. McCoLLom. 
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